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Abstract 
1. Introduction 
Healthcare is one of India's largest sectors, in terms of revenue and employment. The 
sector is expanding rapidly. The hospitals offer a wide range of outpatient and 
inpatient services, including a few super speciality services. The present study 
includes doctors working in government hospitals in two states of India namel>; Uttar 
Pradesh and Kashmir. The rationale for choosing Government hospitals is that the 
maximum population of India relies on government hospitals. The study covers the 
doctors of government h'ospitSi§^tfelongihg to various Specializations and Experience 
groups. ; .' , . 
Research work over thep^st 20 yeaFS or more has shown that the experience ol stress 
" • . , ^ ^ " • . « ' 
in the workplace has Mflesirabie; consequences both for the health and saJety of 
individuals and for the welF»beipgji9rjtbeit organizations. There might be varied 
situations which may lead to stress at workplace; for example., when the expectations 
are very high, work load is too much, role leads to isolation of individual from others, 
individual feels that his knowledge is insufficient for performing the role, the 
resources allocated are not sufficient as per the requirements of the work, lack of 
communication among the members of the organization, lack of growth in the job, 
etc. Also the changing nature of work, in the context of globalization and increased 
use of technology, has contributed to increase in occupational stress. 
Generally, a typical day of a doctor in government hospitals starts with attending 
patients in the OPD or performing surgery in the operation theatre (in case of 
surgeons), then visiting the wards, taking lectures, guidance to doctoral students and 
research, attending emergency cases and working for long hours. Besides these 
activities, the doctors also have administrative duties and family responsibilities to 
perform as well. This proliferation of roles that the doctors have to undertake curing 
their everyday educational and clinical practice has a potential to generate stress. 
A large number of studies have shown that the intensity and perception of Role Stress 
is not just a product of working conditions, but it largely depends on the personality 
attributes of an individual. Numerous individual level variables have been exariined 
as potential moderators. 
Locus of Control has been found as an important aspect of the stress construct.The 
research variable ''Locus of Contror included in the present investigation is globally 
regarded as an effective measure of general coping. So, to add on to the utility of the 
present study. Coping strategies have also been focused upon. 
2. Stress among Doctors 
In today's healthcare market, medical and paramedical professionals shoulder 
enormous responsibility for agency success or failure, as they influence efficient use 
of resources and patient outcomes. The present study is focused to explore the 
problem of Role Stress in the context of healthcare professionals. A large Number of 
studies of Role Stress among healthcare professionals have been conducted in 
Western world. However, there is a dearth of enough empirical studies in India on this 
account. 
Some occupations, by definition, are more stressfial than others. Doctors exptTience 
relatively high levels of occupational stress in comparison to other professionals. The 
simplest explanation of doctor's stress symptoms would seem to be sought in the 
practice of their profession, which has obvious tendency to be stressful. Because 
specific to this profession is continuous contact with disease, sufferings, distress, 
death, handling of forbidden parts of the body and the great temptation to ovei'work. 
There is a good evidence to show that medical practitioners experience appreciable 
stress (Burke and Richardson, 1990; British Medical Association, 1992), 
comparatively high rates of suicide (Gestal, 1987) and varying degree of morbidity 
and early retirement (McNamee et al., 1987; Richardson and Burke, 1991). McKevitt 
et al. (1995) listed doctors as among the ten highest risk occupations for suicide; they 
have a suicide risk 72 per cent higher than the general population. Literature suggests 
that the consequences of stress among doctors are manifold. Many studies have linked 
stress in doctors with mental ill health, including anxiety, depression, increased 
alcohol consumption, and suicide. The most serious consequences of doctor's stress is 
said to show itself in the suicide rates of doctors. Thus, the present study makes an 
attempt to investigate the nature of stress experienced by doctors. 
3. Literature Review 
The central concern of the research was to explore the moderating effect of Locus of 
Control on Role Stress and Coping Styles among healthcare professionals For 
perusing the literature under this theme, thematic review approach was followed and 
presented in distilled form. Literature has been perused under six sections namely-
studies on stress, studies on Locus of Control, studies on Locus of Control ana stress, 
studies on Locus of Control and other constructs, studies on Locus of Control as a 
moderator variable and studies on stress coping. These sections were further divided 
into various sub-sections based on themes. The sub-sections also present few of the 
models of work stress. However, literature on stress is enriched with number of 
models, which attempted to describe the sources, symptoms and outcomes of job 
stress. The job stress models have been formulated by relating work stress with both 
individual constructs (for example; Personality Traits, Locus of Control, 
Psychological well-being etc.) and organizational constructs (for example; Job 
Satisfaction, Organizational Commitment, Absenteeism etc.). More than 450 research 
papers and articles were reviewed for the present study. 
The section of studies on stress concluded that almost all the occupational groups are 
experiencing stress at workplace. It is also evidenced that stress has a negative impact 
on job satisfaction, job performance, organizational commitment and organizational 
effectiveness as well as the well-being of employees. While comparing the nature and 
intensity of stress, it is evident that doctors experience relatively high levels of 
occupational stress in comparison to other professionals. Doctors, like other 
occupations, were found to score higher on Inter Role Distance, Role Overload and 
Resource Inadequacy. It was also evidenced that female employees are experiencing 
more stress than male counterparts. 
It may be noted from the section of studies on stress among healthcare profess, onals 
that the main sources of stress among doctors are; problems with practice 
administration, interruptions, patient's expectations and demands, emergencies, 
constant time pressures and work/home conflict, lack of clear direction concerning the 
organizational goals and higher clinical workloads. In addition, some of the studies 
have found that doctors experience stress also due to home visits, night calls, 
emergency calls, 24-hour responsibility for patient's lives and coping with phone 
calls. The sources of stress in medical practitioners vary with the type of mfdical 
practice (private vs. public, hospital-based vs. community-based) and specialty. 
Besides the studies on intensity, sources and consequences of stress in doctors, there 
exist some comparative studies in the stress literature. Comparisons of job stress have 
been made among male and female doctors, younger and older doctors. Some studies 
are also focused on specialist doctors, for example, surgeons, psychiatrists, emergency 
physicians etc. Findings of most of the studies indicated that younger doctors are 
more stressed than older doctors. In most of the gender based comparative studies, 
female doctors were found more stressed than their male counterparts. The most 
frequent reason of stress was foimd to be imbalance between home and work life. 
The studies of Locus of Control and Coping Styles indicated that individuals having 
Internal Locus of Control experience lower stress than those having External Locus of 
Control. Further, it may also be noted from the review of literature that Internals are 
better able to cope with sfressfiil situations than Externals. 
On the basis of the review of these studies it may be concluded that doctors are 
experiencing high level of stress across the world. Review of research on doctors 
indicates that the doctor's job is the most stressed one. The literature review also 
indicated that Control {Internal & External) has a relationship with stress as well as 
Coping Styles of Stress. 
4. Research Gaps 
Literature review helps identify certain research gaps. The major research gaps are 
listed below: 
• Up to the best of researcher's knowledge, there is no empirical study among 
doctors in Indian context, to show the results of interaction between Locus of 
Control, Role Stress and Coping Styles. Therefore, a need was felt to explore the 
interaction effect between these three variables. 
• Limited research studies have been carried out on doctor's stress in Indian context. 
• Measures for coping with stress is an unexplored area, particularly in India. This 
study may add to the existing body of stress literature, specifically in Indian 
context. 
• Some studies were carried out to examine Role Stress among doctors in India but 
they have sample size limitations. 
• Less number of studies of stress on the basis of Specialization were found during 
literature survey. Hence, a need was felt to make an attempt on those lines. 
• The present study is an attempt to investigate the nature and intensity of stress 
across geographical areas differing in their respective work environment. To the 
best of researcher's knowledge, such comparative study is the first of its kind. 
5. Research Questions 
• In the light of above discussion, the following research questions were 
formulated: 
What is the nature and intensity of Role Stress being experienced by doctors in 
government hospitals in India? 
• Which Locus of Control orientation (Internal or External) does doctors in 
government hospitals in India exhibit? 
• Which Coping Style (Approach or Avoidance) is more prominent among doc tors? 
• Does Locus of Control moderate the relationship between Role Stress and Coping 
Styles? 
6. Objectives 
The aim of the study is: 
• To explore the moderating effect of Locus of Control on Coping Styles and Role 
Stress & to identify the sources of Role Stress, their severity and Coping 
Strategies among doctors. 
Based on this, following specific research objectives were formulated: 
• to investigate the nature and quantum of Role Stress among doctors. 
• to identify the specific Stressors causing Stress in doctors. 
• to explore the differences, if any, in the nature and quantum of Role Stres>^ in 
doctors working in two different environments. 
• to explore the variation of Role Stress among doctors across demographic 
variables viz., age, gender, experience and specialization. 
• to investigate the various Role Stress Coping Styles for doctors. 
• to explore the relationship between Locus of Control and Coping Styles. 
• to suggest a conceptual model depicting relationship between three variables of 
the study i.e. Locus of Control, Role Stress and Coping Styles. 
• to propose the remedial measures for the management of stress. 
7. Hypotheses 
Formulation of hypotheses for the present study has been derived from past litera ure. 
A total of 15 main hypotheses have been formulated. These hypotheses providec the 
definite point to inquiry and also helped in establishing direction to proceed in a given 
study. The various major and sub-hypotheses of study are listed below: 
Hi: There is a significant difference between the levels of Role Stress among male 
and female doctors. 
H2; There is a significant difference between the levels of Role Stress among doctors 
across various experience groups. 
H3: There is a significant difference between the levels of Role Stress among doctors 
across different specializations. 
H4: There is a significant difference between the levels of Role Stress among dcictors 
in two different environments viz., disturbed ambience (i.e. central Kashmir) and 
peaceful ambience (i.e. western U.P). 
Hs: There is a significant difference in Locus of Control variables between male and 
female doctors. 
Hfi: There is a significant difference in Locus of Control variables between doctc>rs of 
two geographical areas. 
H7: There is a significant difference in the adoption of Coping Styles between male 
and female doctors. 
Hg: There is a significant difference in the adoption of Coping Styles between doctors 
of two geographical areas. 
H9: Doctors with Internal Locus of Control exhibit low levels of Role Stress. 
Hio.i: Doctors with Internal Locus of Control will adopt Impersistive Coping Styles. 
Hio.2: Doctors with Internal Locus of Control will adopt Intropersistive Coping St'les 
Hio3: Doctors with Internal Locus of Control will adopt Extrapersistive Coping 
Styles. 
Hio.4: Doctors with Internal Locus of Control will adopt /nterpersi stive Coping Sty les. 
Hii: Doctors with External Locus of Control exhibit high levels of Role Stress. 
H12.1: Doctors with External Locus of Control (O) will adopt Impunitive Cooing 
Styles. 
H12.2: Doctors with External Locus of Control (O) will adopt Intropimitive Coping 
Styles. 
Hi2.3: Doctors with External Locus of Control (O) will adopt Extrapunitive Coping 
Styles. 
Hi2.4: Doctors with External Locus of Control (O) will adopt Defensive Coping Styles 
Hi2.5: Doctors with External Locus of Control (C) will adopt Impunitive Coping 
Styles. 
H12.6: Doctors with External Locus of Control (C) will adopt Intropunitive Coping 
Styles. 
Hi2.7: Doctors with External Locus of Control (C) will adopt Extrapunitive Coping 
Styles. 
H12.8: Doctors with External Locus of Control (C) will adopt Defensive Coping Styles. 
Hjs: Internal Locus of Control moderates the relationship between Coping Styles 
and Role Stress, such that: 
H13.1: Avoidance Coping Styles adopted by doctors having high ILOC exhibit higher 
levels of Stress. 
Hi3.2: Approach Coping Styles adopted by doctors with high ILOC exhibit lower levels 
of Stress. 
Hi3j: Avoidance Coping Styles adopted by doctors having medium ILOC exhibit 
lower levels of Stress. 
Hi3.4: Approach Coping Styles adopted by doctors having medium level of ILOC 
exhibit lower levels of Stress. 
Hi3,5., Avoidance Coping Styles adopted by doctors having low levels of ILOC control 
exhibit higher levels of Stress. 
1i\3.6: Approach Coping Styles adopted by doctors with low ILOC exhibit higher levels 
of Stress. 
H14: External Locus of Control (Others) moderates the relationship between Coping 
Styles and Role Stress, such that: 
H14.1: Avoidance Coping Styles adopted by doctors having high level of ELOC (O) 
exhibit higher levels of Stress. 
fi.u.2: Approach Coping Styles adopted by doctors with high ELOC (O) exhibit lower 
levels of Stress. 
Hi4.3: Avoidance Coping Styles adopted by doctors with medium ELOC (O) exliibit 
higher levels of Stress. 
liu.4: Approach Coping Styles adopted by doctors having medium level of ELOC (O) 
exhibit lower levels of Stress. 
Hu£: Avoidance Coping Styles adopted by doctors having low levels of ELOC (O) 
exhibit higher levels of Stress. 
H14.6: Approach Coping Styles adopted by doctors with low ELOC (O) exhibit higher 
levels of Stress. 
His: External Locus of Control (Chance) moderates the relationship between 
Coping Styles and Role Stress. 
VLi5,i: Avoidance Coping Styles adopted by doctors having high level of ELOC (C) 
exhibit higher levels of Stress. 
Hi5.2: Approach Coping Styles adopted by doctors with high ELOC (C) exhibit lower 
levels of Stress. 
Hi53: Avoidance Coping Styles adopted by doctors with medium ELOC (C) exhibit 
higher levels of Stress. 
Hi5.4: Approach Coping Styles adopted by doctors having medium ELOC (C) exhibit 
lower levels of Stress. 
Hi5.5: Avoidance Coping Styles adopted by doctors having low ELOC (C) exhibit 
higher levels of Stress. 
H15.6: Approach Coping Styles adopted by doctors with low ELOC (C) exhibit higher 
levels of Stress. 
8. Research Methodology 
The present research is descriptive in nature. The research design of the present study 
comprises of one independent variable {Coping Styles), one moderating van able 
{Locus of Control) and one dependent variable {Role Stress). It aims to understand the 
moderating effect of Locus of Control on Role Stress and Coping Styles. 
Demographics included to test in the study were: gender, experience and 
specialization. Primary quantitative data by questionnaire method was generatec for 
the purpose of the study to empirically test the hypotheses and fulfil the research 
objectives. Although previously used research instruments were employed for the 
study, but their validity and reliability aspect was checked in pilot testing. 
Three research instruments were used for data collection. All the three instruments 
were standard questionnaires; however, their reliability and validity aspect was 
thoroughly checked for the present study. The Organizational Role Stress (ORS) scale 
by Pareek (1986) was used to measure 10 Role Stressors. ORS is a 5- point scale (0 to 
4) containing 5 items for each Role Stressor and a total of 50 statements. Thus, the 
total score on each Role Stressor range from 0-20. Loco inventory given by Levenson 
(1972), Pareek (1998^ has been employed for collecting data for the present study. 
The Loco inventory is a 5-point scale. It has total of 30 items, 10 items each for 
Internality, Externality (Others), and Externality (Chance/Luck). Scores on each of 
the three dimensions oi Locus of Control {Internality, Extemality-O and Externality-
C) is totalled, this ranges from 0 to 40 for each. Role Pics instrument proposed by 
Pareek (1968) was used to measure the Coping Styles. Role pics is a semi-projective 
(Pics) instrument for assessing a respondent's style or strategy to cope with Role 
Stress. These measurement tools were used to assess Coping Styles in relation to 
organizational roles. 
The sampling method for the present study included Area/ geographical Cluster 
convenient Sampling. In this technique, the total population was divided into two 
geographical areas viz. Central Kashmir and Western U.P. Further, the doctors from 
both areas were divided into six groups/clusters based on their Specializations viz; 
Physicians, Surgeons, Paediatricians, Gynaecologists, Anaesthetists and Demists. 
The profession of the doctor being one of the busy professions so these speciahsts 
were approached on the basis of the convenience. 
Data collection was done over a period of five months from mid-August, 2011 to mid-
January, 2012. The researcher visited the hospitals and handed over the questionnaire 
to the concerned doctors in person. At most of the occasions, questionnaires were 
filled in presence of the researcher. While filling up the questionnaires, many doctors 
shared their work experiences with the researcher. This helped the researcher to have 
a deeper insight into the problem/stress faced by government doctors and the mode of 
coping they adopt. 
Questionnaire was administered on 500 male and female doctors, approached through 
area cluster sampUng at 3 main government hospitals in Central Kashmir and five in 
Western U.P. 381 filled questionnaires were received, out of which only 334 vere 
found complete in all respects. These were found fit for analysis, making it a response 
0/ 
rate of 66.8 °. Such response rate is considered to be satisfactory for this typ<- of 
sampling frame. 
9. Hypothesized Research Model 
A number of studies have been conducted to explore the relationship of Role Stress 
with other variables e.g. Organizational Commitment, Productivity, Performance, 
Employee Turnover, Workability etc. These variables have a direct bearing on the 
success and failure of any organization. Hovifever limited studies explore the 
relationship between Stress and personality orientations/constructs. In Ime with this, 
one of the research objectives is to develop a conceptual model depicting the 
relationships between the research variables i.e. Coping Styles, Locus of Control and 
Role Stress. Fig-1 below shows the conceptual model specifying the relationships 
among the research variables. 
Fig 1: Proposed Model of the study 
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The intuition driving the model is that people with Internal Locus of Control can 
better cope with Stress and tend to be more adaptive to Approach Coping Styles. 
The reason for carrying out the proposed model for the present study is lo find out 
whether Internal Locus of Control alleviate/mitigate the approach Coping Styles and 
External Locus of Control exacerbate it. 
Moreover, the study is conducted among doctors in India. To the best of researcher's 
knowledge, this shall be the first of its kind, hi accordance with the findings of the 
study, measures to cope with Role Stress among doctors were to be suggested. 
10. Pattern of Data Analysis 
The tools which were employed to test the framed hypotheses include Factor 
analysis, t-test, and Analysis of variance (ANOVA), Multiple Comparison, 
Correlation and regression analysis. The description of data analysis tools is presented 
in the following section: 
• Descriptive Analysis: It was done to describe the basic features of the data in a 
study, with an objective of analyzing the mean scores. For measuring dispersion 
of data from mean value, standard deviation (S.D) was used. 
• Inferential Analysis: It includes t-test, ANOVA and Multiple Comparison to 
determine whether significant differences existed between Role Stress, LOC and 
Coping Styles. 
• Correlation Analysis: Pearson's correlation coefficient was carried out to find the 
intensity and direction of relationships between variables in the study. 
• Hierarchical Regression Analysis: To test the moderating effect of LOC on the 
relationship between Coping Styles (CS) and Role Stress (RS). Step-wise multiple 
regression was carried out to determine the relative contribution of independent 
variable on the dependent variable also that of independent and moderator 
variable on dependent variable. The method for testing the moderation effect w as 
adopted from the guidelines proposed by Baron & Kenny (1986). 
The statistical analysis was carried out with the help of SPSS 17.0 
11. Limitations 
Important limitations of the study are listed below: 
• Participation and cooperation of respondents is a serious problem in survey based 
research. The same was observed in this study. Some doctors appeared reluctant m 
filling up the questionnaire. This may be due to the busy nature of their job or 
their unwillingness to participate in the survey. This limitation caused a lower 
than the anticipated response rate from the targeted hospitals. 
• One of the important demographic variables in the study is based on specialization 
of doctors. Approaching doctors having specialization in any of the particular field 
(viz., general, surgery, anaesthesia etc.) was a major and time consuming 
challenge. In some hospitals only two or three doctors could be approached for a 
particular specialization. This resulted in less number of responses fi'om 
specialists of certain fields. 
• There was a scarcity of theoretical and empirical studies among doctors n this 
field, specifically in Indian context. This limitation also affected the research. 
Some previous studies could have made the foundation of this effort more robust. 
• Healthcare professionals include both Medical and Para-medical staff However, 
the scope of the study is limited to medical staff i.e. Doctors only. The researcher 
did not approach the paramedical staff as the same was beyond the scope of the 
study. 
• The research instrument used in the study has a general orientation i.e. generalized 
for all occupation groups. Doctor-specific questionnaire could have helped the 
researcher to draw more specific inferences. However, in that case, cross 
occupational comparison would not have been possible. 
• The study was restricted to only two states of India. This may reflect only partial 
reality of stress among doctors. 
12. Findings of the Study 
Overall findings of the study have been categorized into three sections, on tie 
basis of the research instrument used viz; ORS, LOCO inventory and Role Pic s. 
Further, the findings based on the relational analysis of the variables under stuoy 
(viz. Role Stress, Locus of Control and Coping Styles) have also been explained. 
12.1. Findings Based On ORS (Role Stress) 
• Overall Results: The results of the study indicate that doctors are experiencing 
organizational Role Stress. The stressors which emerged prominent among doctors 
include Inter Role Distance (IRD), Resource Inadequacy (RIn), and Role 
Overload (RO). 
• Results as per Gender: Analysis on the basis of Gender indicated that on an 
average, female doctors experience more stress than their male counterparts. 
Specific stressors like; Inter Role Distance (IRD), Role Stagnation (RS). Role 
Erosion (RE), Self Role Distance (SRD) and Resource Inadequacy (RIn) were 
found to be the dominant stressors among both male and female doctors. 
However, significant differences were observed on stressors like; Role 
Expectation Conflict (REC), Role Overload (RO) and Personal Inadequacy (PI). 
Female doctors scored higher on these three stressors in comparison to their male 
counterparts. 
• Results as per Experience: Experience-wise analysis revealed that senior doctors 
having experience of 16-25 years feel more stressed at workplace in comparison 
to junior doctors (with experience of less than 16 years) and the senior-most 
doctors(with experience of more than 25 years). The significant differences were 
reported on almost all stressors except Inter Role Distance (IRD) and Role 
Erosion (RE) and Resource Inadequacy (RIn). 
• Results as per Specialization: Analysis on the basis of specialization of dot:tors 
revealed significant differences in the overall stress, as well as on all the ten 
stressors. Paediatricians were found to be the most stressed group, followed by 
Anaesthetists. Least score on stress was reported among the physicians. 
Surprisingly, Surgeons also scored less on Role Stress in comparison to other 
specialists. 
• Results as per Geographical Areas: An important finding is based on ihe 
doctors belonging to different Geographical extant. Data for the present study was 
collected from two geographical areas viz; Western U.P (Peaceful ambience) and 
Central Kashmir (disturbed ambience). The findings on the basis of geographic i! 
areas substantiated that overall stress scores for doctors performing their role in 
disturbed ambience is significantly higher than the scores for doctors operating in 
peaceful ambience. 
12.2. Findings Based On LOCO Inventory (Locus of Control) 
Locus of Control involves three groups, viz; Intemality (I), Externality (O) and 
Externality (C), which have been measured on the basis of 3 sub-scales of Loco 
inventory. The findings, on the basis of sub-scales of loco inventory are discussed 
below: 
• Results as per Gender: Analysis of Loco inventory across gender revealed that 
scores on intemality are higher than externality among all doctors, irrespective of 
the gender. 
• Results as per Geographical Areas: Significant differences were observed 
among doctors operating in disturbed ambience (Central Kashmir) viz-a-viz 
peaceful ambience (U.P). Doctors belonging to disturbed ambience scored high 
on Internal Locus of Control whereas, doctors who were part of peaceful 
ambience reported acceptable level of Internal Locus of Control. In case of 
External Locus of Control (Others), large number of doctors fall under low and 
medium control groups in both the contexts. Analysis of Externality (Chance) 
revealed that doctors belonging to disturbed ambience exhibit acceptable score 
whereas, doctors belonging to peaceful ambience scored high on Externality 
(Chance). 
12.3. Findings Based on Role Pics (Coping Styles) 
Based on eight Coping Styles, Role Pics helps to analyze the Coping Style that a 
respondent may resort to when faced with a stressful situation. 
• Overall Results: Analysis of the data revealed that majority of doctors employed 
Defensive mode of coping (Avoidance Coping).This indicated that large number of 
doctors avoided aggression or blame by using various Defensive mechanisms. The 
second coping style adopted by the doctors to cope with stress, followed by 
Defensive Coping was Impersistive Coping Style (Approach coping). This 
indicated that the doctors who resort to Impersistive mode of Coping take help of 
their patience to deal with a stressful situation. 
Results as per Gender: Analysis of Coping Styles on the basis of Gender did not 
show any significant differences between male and female doctors. This indicates 
that the male and female doctors make equal use of Approach as well as 
Avoidance Coping. 
Area based analysis: Significant differences in the adoption of Coping Styles 
were found among doctors belonging to different Geographical areas viz; Central 
Kashmir and Western U.P. Doctors working in disturbed environment showed a 
tendency to adopt Avoidance Coping Styles more fi-equently than the doctors 
fianctioning in peaceful ambience. However, no significant difference was 
observed in case oiApproach Coping Styles. It's use was found to be same among 
doctors of both the areas. 
12.4 Findings Based on Relational Analysis 
• Correlational Analysis between Locus of Control and Role Stress reported that 
doctors having very high and very low Internal Locus of Control were prone to 
higher Stress whereas, acceptable or moderate levels of Internal Locus of Control 
worked to reduce the Stress levels. Similarly, it was observed that doctors with 
higher External Locus of Control {Others & chance) experience higher Stress 
levels. Hence, it may be concluded that Medium Internal Locus of Control might 
be treated as Stress inhibitor whereas; High Internal Locus of Control, High 
External Locus of Control and Low Internal Locus of Control might be called as 
Stress Inducers. 
• Correlation Analysis between Role Stress and Coping Styles indicated a 
positive and significant relationship between Defensive Style of Coping and five 
Role Stressors namely; Role Overload, Inter Role Distance, Self Role Distance, 
Resource Inadequacy and Role Stagnation. This indicates that when doctors 
experience these types of stresses, they have a tendency to avoid aggression oi" 
blame with the help of Defensive mechanisms. 
• Correlation Analysis between Coping Styles and Locus of Control pointed that 
Internal Locus of Control is posifively and significantly correlated with 
Impersistive, Intropersistive and Interpersistive Approach Coping Styhs This 
suggested that doctors with Internal Locus of Control confront the problem of 
stress as a challenge. This orientation enhanced their capability of dealing with the 
stress. 
A significant and positive correlation was also found between External Locus of 
Control (O) and Defensive Coping as well as with Extrapunitive Coping. This 
indicated that doctors with External LOC (O) reduce their stress levels either by 
the use oi Defensive mechanisms or by turning the blame to some othei person or 
object in the environment. 
External Locus of Control fQwas found to be significantly and positively 
correlated with Defensive Coping Style. This indicated that the doctors with 
External Locus of Control (C) reduce their stress levels with the help oi Defensive 
mechanisms. These respondents may find excuses for their frustration, without 
taking any action for the solution. 
Hierarchical Moderated Regression Analysis of the Research Variables viz; 
Role Stress, Locus of Control and Coping Styles indicated that Avoidance Coping 
Styles adopted by doctors having high level of Internal Locus of Control exhibit 
higher levels of Stress than the doctors who adopt Approach mode of coping with 
Role Stress. Whereas, Approach Mode of Coping adopted by doctors having 
medium Level of Internal Locus of Control exhibit lower levels of stress than the 
doctors who adopt Avoidance Mode of Coping. 
Analysis of External Locus of Control showed that Avoidance Coping Styles 
adopted by doctors having high Level of External Locus of Control (Others) 
exhibit higher levels of Stress than the doctors who adopt to Approach Mode of 
Coping. However, Approach Coping Styles adopted by doctors having medium 
Level of External Locus of Control (Others) exhibit lower levels of stress than the 
doctors who adopt Avoidance Mode of Coping. Further, it has been found in the 
present study that any of the Coping Styles viz, Approach or Avoidance adopted 
by doctors having high External LOC (Chance) exhibit higher Stress levels. While 
as, doctors having medium Level of External Locus of Control (Chance) and using 
either Approach or Avoidance Coping exhibit lower levels of Stress. 
Other important inferences drawn from hierarchical regression analysis (incl ading 
moderator variable i.e., LOC) showed that Low Internal LOC as well as J,ow 
ELOC failed to moderate the relationship between Approach/Avoidance Coping 
Styles and Role Stress. This indicated that Low Internal or Low External LOi' did 
not have a significant role to play in reducing the levels of Role Stress in 
combination with any of the Coping Styles. 
12.5 Summary of Hypothesis Testing 
The above discussion enumerated major findings of the study. Table 1 presents a 
summary of the results of hypothesis testing: 
Table-1 Summary of Hypothesis Testing 
H i 
Hz 
H3 
H4 
Hs 
He 
H7 
Hs 
H, 
Hio.i 
Hypotheses 
There is a significant difference between the levels of Role 
Stress among male and female doctors 
There is a significant difference between the levels of Role 
Stress among doctors across various experience groups 
There is a significant difference between the levels of Role 
Stress among doctors across different specializations 
There is a significant difference between the levels of Role 
Stress among doctors in two different environments viz., 
disturbed ambience (central Kashmir) and peaceful 
ambience (western U.P) 
There is a significant difference in Locus of Control 
variables between male and female doctors 
There is a significant difference in Locus of Control 
variables between doctors of two geographical areas 
There is a significant difference in the adoption of Coping 
Styles between male and female doctors 
There is a significant difference in the adoption of Coping 
Styles between doctors of two geographical area 
Doctors with Internal Locus of Control exhibit low levels of 
Role Stress 
Doctors with Internal Locus of Control will adopt 
Impersistive Coping Styles 
Status 
Not Supported 
Suppi:)rted 
Supported 
Supported 
Not Supported 
Supported 
Not Supported 
Partially 
Supporttxi 
Partially 
Supported 
Supported 
Hio.2 
H i o j 
Hio.4 
H„a 
Hub 
H i 2.1 
H i 2.2 
Hl2J 
H i 2.4 
H i 2.5 
H i 2.6 
Hi2.7 
Hi 2.8 
Doctors with Internal Locus of Control will adopt 
Intropersistive Coping Styles 
Doctors with Internal Locus of Control will adopt 
Extrapersistive Coping Styles 
Doctors with Internal Locus of Control will adopt 
Interpersistive Coping Styles 
Doctors with External Locus of Control (O) exhibit high 
levels of Role Stress 
Doctors with External Locus of Control (C) exhibit high 
levels of Role Stress 
Doctors with External Locus of Control (O) will adopt 
Impunitive Coping Styles 
Doctors with External Locus of Control (O) will adopt 
Intropunitive Coping Styles 
Doctors with External Locus of Control (0) will adopt 
Extrapunitive Coping Styles 
Doctors with External Locus of Control (0) will adopt 
Defensive Coping Styles 
Doctors with External Locus of Control (C) will adopt 
Impunitive Coping Styles 
Doctors with External Locus of Control (C) will adopt 
Intropunitive Coping Styles 
Doctors with External Locus of Control (C) will adopt 
Extrapunitive Coping Styles 
Doctors with External Locus of Control (C) will adopt 
Defensive Coping Styles 
Supported 
Not Supported 
Supported 
Partially 
Supported 
Partially 
Supported 
Not Supported 
Not Supported 
Supported 
Supported 
Not Supported 
Not Supported 
Not Supported 
Supported 
Internal Locus of Control moderates the relationship between coping strategies and 
Role Stress, such that: 
Hi3.1 
Hi3.2 
Hi3J 
H13.4 
H i 3 ^ 
H13.6 
Avoidance Coping Styles adopted by doctors having high 
ILOC exhibit higher levels of Stress 
Approach Coping Styles adopted by doctors with high 
ILOC exhibit lower levels of Stress 
Avoidance Coping Styles adopted by doctors having 
medium ILOC exhibit lower levels of Stress 
Approach Coping Styles adopted by doctors having medium 
level of ILOC exhibit lower levels of Stress 
Avoidance Coping Styles adopted by doctors having low 
levels of Internal Locus of Control exhibit higher levels of 
Stress 
Approach Coping Styles adopted by doctors with low ILOC 
exhibit higher levels of Stress 
Supported 
Not Supported 
Not Supported 
Supported 
Not Supported 
Not Supported 
External Locus of Control (Others) moderates the relationship between Coping 
Styles and Role Stress, such that: 
H14.1 
H14.2 
H i 4 j 
H14.4 
H14.5 
H14.6 
Avoidance Coping Styles adopted by doctors having high 
level of External Locus of Control (O) exhibit higher levels 
of Stress 
Approach Coping Styles adopted by doctors with high 
ELOC (0) exhibit lower levels of Stress 
Avoidance Coping Styles adopted by doctors with medium 
ELOC (0) exhibit higher levels of Stress 
Approach Coping Styles adopted by doctors having medium 
level of high ELOC ("Qexhibit lower levels of Stress 
Avoidance Coping Styles adopted by doctors having low 
levels of External Locus of Control (0) exhibit higher levels 
of Stress 
Approach Coping Styles adopted by doctors with low ELOC 
(O) exhibit higher levels of Stress 
Supported 
Not Supported 
Supported 
Supported 
Not Su})ported 
Not Su]-»ported 
External Locus of Control (Chance) moderates the relationship between Coping 
Styles and Role Stress 
His . i 
H15.2 
H i 5 j 
H15.4 
H15.5 
H15.6 
Avoidance Coping Styles adopted by doctors having high 
ELOC (C) exhibit higher levels of Stress 
Approach Coping Styles adopted by doctors with high 
ELOC (C) exhibit lower levels of Stress 
Avoidance Coping Styles adopted by doctors with medium 
ELOC (C) exhibit higher levels of Stress 
Approach Coping Styles adopted by doctors having medium 
ELOC (C) exhibit lower levels of Stress. 
Avoidance Coping Styles adopted by doctors having low 
levels of ELOC (C) exhibit higher levels of Stress. 
Approach Coping Styles adopted by doctors with low ELOC 
(C) exhibit higher levels of Stress. 
Supported 
Not Supported 
Not Supported 
Suppoited 
Not Supported 
Not Supported 
13. Conclusion 
In the light of the findings of the study, it may be concluded that doctors in 
government hospitals in India are exhibiting a significantly high level of 
Organizational Role Stress. Stress management interventions are needed to cope 
with the high levels of stress. It may also be concluded that personality construct 
i.e. Locus of Control moderates the relationship between Coping Styles and Role 
Stress. Moderate levels of both Internal and External Loci has been found as 
an acceptable Control, which has a role to play in reducing the levels of 
stress, when interacts with the Coping Styles. Based on the findings, the study 
proposed a few stress management interventions based on individual and 
organizational level. Also an attempt has been made to propose Coping Styles for 
managing stress levels viz-a-viz Locus of Control. There is a need to emphasize 
management of stress among doctors on a wider scale. Government hospitals 
need to design counselling programmes to ''Heal the Healers." If hcc lihcare 
professionals are stress free, they would be able to address the problems of their 
pafienis more effectively. 
Overall, the present study highlights the importance of a personality constmct i.e. 
Locus of Control in managing the levels of stress among doctors in government 
hospitals. It was found that LOC is an important determinant in coping with 
stressful situations. Finding of high Internality & high Externality being 
associated with more Stress levels is an important observation. Also the 
moderate levels of LOC Le. Lnternality & Externality were actually shown to 
have an important role in reducing Stress in the respondent group. 
Although results pointed out that moderate levels of Internal LOC among doctors 
was desirable to reduce Stress levels. However, it is likely that the ways in which 
people translate their control beliefs into action varies across nations. 
14. Managerial Implications 
The findings of this study can assist administrators and policy makers in 
healthcare sector to provide a stress-fi"ee working climate. This may help to 
decrease side effects and consequences of Role Stress and increase producti\ ity of 
doctors. Furthermore, it may also help doctors to explore the sources of stress and 
choose the relevant Coping Style. In the light of the findings of the study, a few 
stress management interventions that might help doctors develop healthy Coping 
Styles have been suggested. 
Moreover, it is a well-researched fact that individuals differ in their response to 
stresssituation. Many researchers have attributed this difference to the personality 
related factors of an individual. One important personality construct i.e. Locus of 
Control has been reported as an antecedent of stress. In the present study, an 
attempt has been made to explore this issue fbrther. Findings of the present study 
consonant with the personality construct Locus of Control may be implitd for 
healthcare professionals. Previous studies reported that people having Internal 
Locus of Control experience less stress. The findings of the present study were 
somewhat different. In this study respondents were classified into three 
categories- high, medium and low on the basis of their scores on Locus ofControL 
as proposed by Pareek, 1998. These categories describe the desirable and 
undesirable range of all the three sub-types oi Locus ofControh.e. Internal .'.ocus 
of Control (ILOC), External Locus of Control (others) (ELOC-O), and External 
Locus of Control (chance) (ELOC-C). An important finding of the study was that 
High and Low Internal LOC leads to higher stress levels. However, Moderate 
Level of Internal LOC reduces the Stress level among doctors. Similarly, 
analysis of External LOC (O) and External LOC (C) indicated that doctors with 
higher ELOC (C, O) also experience appreciable amoimt of stress. Ho^vever, 
medium and low scores on ELOC (C, O) failed to show any significant 
relationship with Role Stress. It may be concluded from the aforementioned 
discussion that it is the moderate level of Internal LOC which actually has a 
bearing on reducing stress levels among the respondent group. Further-more, 
extreme levels of any of the two loci i.e. Internal LOC and External LOC iV, O) 
act as Stress Inducers. 
The present study also attempted to investigate the moderating role of Locus of 
Control on Coping Styles and Role Stress. It was found that Approach Coping 
Styles adopted by the respondent group having Medium Internal Locus of Control 
exhibit lower levels of Stress. This again substantiates the above finding that 
doctors having Moderate Level of Internal Locus of Control tend to adopt 
Approach/Functional Coping Styles, thereby reducing levels of stress among 
them. This important finding may be of great help to the respondent group to 
understand the reality of stress vis-a-vis personality construct i.e. Locus of 
Control. This shall help design suitable stress management interventions as well. 
15. Future Research Direction 
• Future research may be carried out to assist the healthcare professionals in 
inculcating moderate levels of Internal and External Locus of Control that may 
help them to reduce Stress levels. 
• The study was limited to only two regions and only the doctors working in 
government hospitals. It may be extended to include doctors from more regions 
and from private sector as well. 
• The study may also be extended to several other specialized groups of doctc^rs, for 
example, ENT specialists. Oncologists, Opticians etc. 
• Questionnaires used in the present study have a general orientation. There exist 
stressors which are specific to doctor's job. Therefore, there is a need to do\elop 
doctor/healthcare specific questionnaire. This shall help understand the reality of 
stress among doctors more specifically. 
The review of literature suggests that there is a dearth of research in management 
part of stress i.e. strategies for managing stress. So, there is a pressing need in 
carrying out the studies in context of stress management. 
The questionnaire used in the present study to identify the Coping Styles, only 
helps to find out the particular style of coping adopted by the respondent group. 
"How effective these Coping Styles are?" remained an unanswered question. 
Future research can be taken on this front i.e. developing the questionnaire which 
would determine the effectiveness of Coping Styles used by the respondent group. 
The scope of the present study was limited to Medical personnel (i.e. doctors) 
only. Future research may also include the Para-medical staff of healthcare 
professionals. 
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Chapter One 
Introduction 
1.1 The Context 
Stress in 21^' millennium is neither something new, nor anything unknown. Stress has 
been experienced since time immemorial, but its toll is higher than ever before. 
International Organizations such as the World Health Organization (WHO) and 
United Nations (UN) have investigated this phenomenon and concluded that job stress 
has become the world-wide problem. In recent decades, stress has also been getting 
attention from researchers, academicians, social scientists, medical practitioners and 
even managers because organizational stress has become the cause of concern in 
present day organizations. A number of studies have been conducted to explore the 
relationship of Role Stress with other variables e.g. Organizational Commitment, 
Productivity, Performance, Employee Turnover, Workability etc. These variables 
have a direct bearing on the success and failure of any organization. 
Research work over the past 20 years or more has shown that the experience of stress 
in the workplace has undesirable consequences both for the health and safety of 
individuals and for the well-being of their organizations. There might be varied 
situations which may lead to stress at workplace; for example., when the expecta ions 
are very high, work load is heavy, role leads to isolation of individual from otaers, 
individual feels that his knowledge is insufficient for performing the role, the 
resources allocated are not sufficient as per the requirements of the work, lack of 
communication among the members of the organization, lack of growth in the job, 
etc. Also the changing nature of work, in the context of globalization and increased 
technology, has led to a sharp increase in occupational stress. High rates of mergers, 
acquisitions, increasing economic interdependence among countries due to 
globalization, technological development, and restructuring have changed the 
organizational work culture; which in turn have resuhed in time pressure, excessive 
work demand, role conflicts and problematic customer relationships, all are the causes 
of stress (Giga and Hoel, 2003). 
1.2 Rationale for Choosing the Research Variables (Role Stress, Locus of Control 
and Coping Strategies) 
A large number of studies have shown that the intensity and perception of Role Stress 
is not just a product of working conditions, but it largely depends on the personality 
attributes of an individual. Numerous individual level variables have been examined 
as potential moderators. Beheer and Newman (1978) listed around 30 variables, 
which they felt were related to stress in organizations. They noted that Role Conflict 
and Role Ambiguity were the most explored variables. A personality variable 
appearing on their list was Locus of Control. Furthermore, many researchers like; 
Rotter (1996) and Bueno (2000) see Control as an important aspect of the stress 
construct. Taking a clue from the mentioned studies Locus of Control was included in 
present investigation. 
The research variable Locus of Control included in the present investigation is 
globally regarded as an effective measurement of general coping. However, to the 
best of researcher's knowledge, there are relatively few Locus of Control studies that 
have been conducted in work setting, particularly in Indian context. This becomes 
enough justification to choose this variable for the study. Moreover, coping 
effectiveness is likely to be influenced by certain personality variables (Holahan & 
Gilbert, 1979). Locus of Control, being an important personality variable has a direct 
bearing with the stress Coping Strategies. So, to add to the utility of the present study. 
Coping Strategies have also been focused upon. 
The utilization of the study may be justified by the fact that use of potentiality of 
human resource can help organizations to obtain competitive advantage over other 
firms. For this, the organizations ought to take care of the well- being of the 
employees. As stated earlier, that stress at workplace is a cause of concern for 
organizations, so it needs to be tackled both by individuals as well as by 
organizations. Coping strategies may prove to be helpful for the healthcare industry, 
in particular. Also, there is a dearth of research on Role Stress as well as Locus of 
Control in healthcare professionals, specifically, in India. The present study may add 
to the existing body of literature of the variables under consideration. 
1.3 The Research Setting 
The research is based on the doctors of two ambiences, one is a disturbed ambience 
(Central Kashmir) and the other one is comparatively a peaceful ambience (Western 
Uttar Pradesh). The rationale for choosing these two ambiences is to explore the 
differences in the nature and quantum of stress between the ambiences, which have a 
wide variation in the environmental context. Kashmir has more of a turbulent 
envirormient because of ongoing strife; whereas environment of the Uttar Pradesh is 
comparatively calm. In Kashmir besides the patients suffering from routine diseases, 
hospitals are over flooded with injured person almost every day. This makes the 
environment for doctors far more stressful. 
Therefore, taking these two states as the research setting to study the moderatmg 
effect of Locus of Control on Role Stress and Coping strategies was considered 
relevant. 
1.4 Objectives of the Study 
The aim of the study is: 
• To explore the moderating effect of Locus of Control on Coping Styles and Role 
Stress and to identify the sources of Role Stress, their severity and Coping Strategies 
among doctors. 
Based on this, following specific research objectives were formulated: 
• To investigate the nature and quantum of Role Stress among doctors. 
• To identify the specific stressors causing stress in doctors. 
• To explore the differences, if any, in the nature and quantum of Role Stress in 
doctors working in two different environments. 
• To explore the variation of Role Stress among doctors across demographic variables 
viz., age, gender, experience and specialization. 
• To investigate the various Role Stress Coping Strategies for doctors. 
• To explore the relationship between Locus of Control and Coping Styles. 
• To suggest a conceptual model depicting relationship between three variables of the 
study i.e. Locus of Control, Role Stress and Coping Strategies. 
• To propose the remedial measures for the management of stress 
1.5 Conceptual Framework 
1.5.1 Stress- The Concept 
A psychological phenomenon with immediate and direct physiological manifestations 
as well as an experience of discomfort: is called as 'Stress'. The term 'Stress' has been 
used variously to refer to (a) Stimulus (external forces acting on the organism), (b) 
Response (changes in physiological functions), (c) hiteraction (between an external 
force and the resistance opposed to it) and (d) More comprehensive combinations of 
all three (Selye, 1979). There is a considerable debate among stress researchers about 
how to adequately define stress. There is still only limited agreement among 
researchers regarding the definitions of stress (Singer 1980). Stress is also seen as a 
result of a transaction between person and environment (Lazarus, 1980). Stress has 
also been defined as a pattern of specific and non-specific responses an organism 
makes to stimulus events that disturb its equilibrium and exceed its ability to cope 
(Zimbardo, 1988). 
Figure 1.1: A Model of Occupational Stress 
Stressors 
Individual level: 
Role Overload 
Role Conflict 
Role Ambiguity 
Responsibility for people 
Group level: 
Lack of Cohesiveness 
Intra group Conflict 
Status inconeruence 
Organizational level: 
Climate 
Technology 
Management styles 
Oreanizational desian 
Extra Organizational 
level: 
Family 
Economy 
Lack of mobility 
Quality of life 
Outcome 
Behavioural: 
Satisfaction 
Performance 
Turnover 
Accidents 
Substance abuse 
Cognitive: 
Poor decision making 
Lack of concentration 
Forgetfiilness 
Physiological: 
Increased blood pressure 
High cholesterol 
Heart disease 
Individual Differences: 
Heredity, age, sex, diet, 
social support. Coping, 
Personality traits 
Source: Matteson & hancevich, 1979 
Some researchers explain stress as an unpleasant emotional experience associated 
with elements of fear, dread, anxiety, irritation, annoyance, frustration, anger, sadness, 
grief and depression (Janis and Levinthal, 1968). For a few researchers, stress 
consists of any event in which environmental demands, internal demands or both 
exceed the adaptive resources of an individual social system (Monet and Lazarus, 
1977). This view incorporates both the "Positive" and "Negative" kind of stress in our 
lives. The same demands will cause different degrees of stress and strain for different 
individuals (Ivancevich & Matteson, 1980). This strictly suggested the following 
model of occupational stress: 
1.5.2 Nature and Consequences of Stress 
Stress is manifested through the symptoms of a ''General Adaptation Syndnnne' 
(GAS- Hans Selye, 1936). The characteristic pattern of GAS includes three stages: 
• Alarm Reaction: The first stage includes an initial shock phase in which 
resistance is lowered and a counter-shock phase in which defensive 
mechanisms become active. 
• Stage of Resistance: Maximum adaptation occurs during this stage. Resistance 
increases to levels above normal. If stressor persists, or the defensive reaction 
proves ineffective, the organism deteriorates to the nextstage. 
• Stage of Exhaustion: When the adaptation energy is exhausted, signs of alann 
reaction reappear and resistance level begins to decline irreversibly, the 
organism collapses. 
Figure 1.2: Diagrammatic Representation of GAS 
Resistance stage 
Alarm stage 
Source: Selve, 1936 
Exhaustion stajje 
The major shortcoming of this theory is that it is based on researches carried out on 
infra-human subjects. In such experiments, the stressors are usually physical or 
environmental, whereas the human organism is not always confronted with such 
stressors (Pestonjee, 1987) 
The second shortcoming of the GAS is that Selye's work on stress depends on the 
existence of a non-specific physiological response. But it has been noted by 
researchers that there are certain stimuli, for example, exercise, fasting and heat, 
which do not produce non-specific response and hence, the GAS does not hold true. 
Figure 1.3: Organization-Individual, Normal Interaction Pattern 
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Individual equipped with Stress Tolerance level (STL) 
Source: Pestonjee. 1983 
The nature and consequences of the stress phenomenon has been diagrammatically 
explained by Pestonjee (1992). He has identified 3 important sectors of life in which 
stress originates: (i) Job and Organization sector (ii) Social sector and (iii) 
Intrapsychic sector. 
i) Job and Organization sector: Refers to the totality of the work environment 
like; task, responsibility, power and accountability, working hours and 
atmosphere, compensation and rewards, subordinates, colleagues and 
supervisors. 
a) Social sector: Refers to the social/ cultural context of one's life. It may include 
religion and caste, region and language, civic amenities and recreational 
avenues, health services and educational facilities. 
Hi) Intrapsychic sector: Encompasses those things which are intimate and 
personal like; temperament, attitudes, values and beliefs, aspirations and 
desires, health, problems and abilities. 
The nature and consequences of the stress phenomenon have been diagrammatically 
presented by Pestonjee (1992) as follows: 
In fig. 1.3, it can be seen that the magnitude of stress, emanating from the three sectors 
of life, is in consonance with the Stress Tolerance Limit (STL) of the individual tc 
handle these stresses. This indicates a balanced state. 
Figure 1.4: Minor Surface Changes 
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Source: Pestonjee, 1983 
Adaptation attempt: 
a) Extra Effort 
b) Excessive concern about the task 
c) Worries 
d) Anxiety 
In the second stage (Fig. 1.4) we find that job and organisational loads have increased 
and made a dent in the personality. In this stage, we find minor surface changes taking 
place which are quite manageable. 
Figure 1.5: Major surface Disfiguration 
Individual equipped with Stress Tolerance level (STL) 
Frantic Coping 
a) Extraordinary Effort 
b) Worries & Anxiety about the self 
c) Onset of physiological Symptoms 
(Psychosomatic/ Somato-psychic) 
d) Aggressive tendencies 
Coping with Physiological Symptoms 
Drugs, Palliatives, Analgesics, Tranquilisers 
Source: Pestonjee,1983 
In stage three (fig. 1.5), we find that job and organizadonal loads have become 
unmanageable and interact with Intrapsychic loads. This is the stage at which the 
negative consequences of stress become apparent. Most of the stress related diseases 
emerge at this point. When the situation persists, we move into the next t^age 
(fig. 1.6), in which we start operating beyond the Stress Tolerance Limit (STL). 
Figure 1.6: Breakdowns and Cracks 
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Fig 1.6: Breakdowns and Cracks 
Failure in Coping 
a) Work Related Symptoms 
- Lacic of concentration 
- Affected clarity of thinking & decision making 
- Frequent Absenteeism 
- Affected Team work 
- Aggressive behaviours 
b) Physiological symptoms 
- Headache 
- Insomnia 
- Lack of appetite 
- Digestive disorders 
- Temperamental changes 
Source: Pestonjee, 1983 
In this stage several types of breakdowns and cracks are observable. If unchecked, the 
situation may culminate into the last and most intense phase (fig. 1.7) wherein 
complete disintegration of personality takes place. At this stage, the individual 
requires proper psychological and medical care (Pestonjee, 1983). 
10 
Figure 1.7: Disintegration or Falling Apart 
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Fig 1.7: Disintegration or Falling Apart 
Dissociative personality 
a) Somnambulism (Sleep walking) 
b) Multiple Personality 
c) Feeling and Thought Disturbance 
- The Stage of Medical or Psychological Help 
Source: Pestonjee, 1983 
The term Stress is normally used in negative sense. It is thought to be caused by 
something bad. But the present day researchers and practitioners visualize the 
phenomenon of stress in a new perspective. They believe that each individual needs a 
moderate amount of stress to be alert and capable of functioning effectively ir an 
organization. It is natural and healthy to maintain optimal levels of stress; success, 
achievement, higher productivity and effectiveness call for stress (Pestonjee. 19X"). 
When stressors are left unchecked and unmanaged, they can create problem:- m 
performance and affect the health and well-being of an organism. 
Stress is inherent in the concept of creativity (Pestonjee, 1992) and entrepreneurship 
(Pareek, 1995). Thus Pestonjee views Stress as stimulant as well. So, a distinction las 
been made between positive/ productive or functional stress, called Eustress and 
negative/ non-functional stress, called Distress (Selye, 1974). 
• Eustress: This is positive, pleasant or necessary stress for achieving excellence 
in work. Eustress is primarily a result of positive perception of stressors. 
• Distress: Distress is primarily a result of negative perception of stressors. 
Distress is a cause of worry for individuals and organizations. 
The harmful effect of stress resulting in loss of effectiveness is a phenomenon called 
Burnout. Burnout can be defined as the end result of stress experienced, but not 
properly coped with, resulting in exhaustion, irritation, ineffectiveness, inaction and 
problems of health. 
Figure 1.8: A Model of Burnout 
Traditional worli stressors: 
Role Overload 
Role Conflict 
Role Ambiguity 
Intra group conflict 
Unique stressors: 
Unfulfilled expectations or 
goals 
High-pressure working 
conditions 
Lack of positive feedback or 
rewards 
Stress 
Attitudinal 
and 
Behavioural 
Symptoms of 
Burnout: 
Negative 
Attitudes, 
Fatigue, 
Frustration, 
Helplessness 
Burnout 
Source: Rogers, 1984 
An important concept related to stress is that of Stressors. ''Stress" and 
"Stressors" have been differentiated by Selye (1976). According to him. Stress is 
a collection of specific biological reactions of an organism (a syndrome) to 
generalized stimuli from the environment; while Stressors are the conditions 
existing in the physical environment which acts to stimulate the stress reaction or 
syndrome in the organism. 
Three important sectors of life in which stress originates have been identified by 
Pestonjee (1992). (i) Organisational & Job sector (ii) Social sector and (iii) 
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Intrapsychic sector. The focus of the present study is to understand stress in 
organisational/ job sector of life. The concept of Organisational/job stress falls 
under the umbrella of a broader concept i.e. Role Stress. Therefore, it becomes 
imperative to understand the concept of Organisational Role, in order to 
understand the concept of stress in Organisational & job sector of life. 
1.5.3 Role Stress 
Role denotes the set of fiinctions one performs in response to the expectations of 
the significant others, and one's own expectations from that position or office. The 
organisation and individual come together through role (Pareek, 1993). 
Figure 1.9: Role as an interacting region 
Source: Adapted from "Making Organizational Roles Effective ", Pareek (1994) 
Role Stress has been defined in terms of a misfit between person's skil s & 
abilities and the demands of his/her role. In other words. Role Stress occurs when 
divergence exists between what a person perceives to be the role expectations and 
what actually is occurring within the role. Individuals experience organizational 
stress when they have little or no control over their jobs or when demands exceed 
their abilities (Donovan and Kleiner, 1994). 
Pareek (1980) pioneering work identified 10 organisational Role Stresses. Brii fiy. 
these are: 
• Inter Role Distance (IRD): Conflict between organizational and non-
organizational roles. 
• Role Stagnation (RS): "Feeling of being stuck in the same role." It results in 
the perception that there is no opportunity for learning & growth in the role. 
• Role Expectation Conflict (REC): Conflicting demands made on the role by 
different role senders (significant others who have expectations from the role). 
There may be conflicting expectations from the boss, subordinates, peers or 
clients. 
• Role Erosion (RE): Feeling of "Responsibility without power." It is a feeling 
that some important functions a role occupant would like to perform has been 
given to some other roles. Role erosion is likely to be experienced in an 
organization which is redefining its role and creating new roles. 
• Role Overload (RO): A feeling that too much is expected from the role than 
what the occupant can cope with. Role overload is more likely to occur where 
role occupants lack power, where there are large variations in the expected 
output, and when delegation or assistance cannot procure more time. 
• Role Isolation (RI): Lack of linkages of one's role with other roles in the 
organization. 
• Personal Inadequacy (PI): Lack of knowledge, skills or adequate preparation 
to be effective in a particular job. Persons who are assigned new roles without 
enough preparation or orientation are likely to experience this type of stress. 
• Self- Role Distance (SRD): Conflicts of one's values and self-concepts with 
the requirements of the organizational role. E.g. An introvert, who is fond of 
studying and writing, may develop a self-role distance if he accepts the role of 
a salesman in an organization. 
• Role Ambiguity (RA): Lack of clarity about expectations of others from the 
role, or lack of feedback on how performance is regarded by others. It may be 
in relation to the activities, priorities, norms or general expectations. 
• Resource Inadequacy (RIn): Non-availability of resources needed for 
effective role performance. 
These ten stressors proposed by Pareek (1986) serve as a framework for the present 
study. Based on these 10 Role Stressors, Pareek has devised a scale for Ro/e Stress, 
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called Organizational Role Stress Scale (ORS). ORS is used as an instrument for the 
present study. 
1.6 Locus of Control 
Locus of Control is a personality characteristic that divides people into two i^roups 
according to their tendency to ascribe their chances either to external or internal 
causes. Persons with an External LOC perceive the results of their actions net as a 
result of their own performance but as a result of good or bad luck, coincidence, 
destiny, not predictable or dependent by other people. Persons with an Internai LOC 
perceive reinforcement and events that follow one's own actions, as dependent to 
their own performance or personality. Internality and Externality represent twc ends 
of a continuum, not an either/or typology (Rotter, 1975). 
External Locus of Control 
Individual believes that his/her 
behavior is guided by fate, luck, or 
other external circumstances 
Internal Locus of Control 
Individual believes that his/her behavor 
is guided by his/her personal decisions 
and efforts. 
/rx; 
The Locus of Control construct is conceptually rooted in Rotter's (1954) social 
learning theory. If an individual perceives reinforcement to be contingent upon their 
own actions then positive or negative reinforcement will strengthen or weaken their 
behavior. And if the individual believes that reinforcement is externally controlled by 
chance, fate or powerful others, then reinforcement will not strengthen their behtvior 
(Rotter, 1966). Research also suggests that the Locus of Control may relate to the 
amount of stress a person experiences as a result of whether he/she has intemt 1 or 
external Locus of Control tendencies (Cummins, 1989). Also, it is theorized that 
people who generally believe that events and their outcomes are under their own 
control {Internal Locus of Control) are active copers (Wheaton, 1982). 
On the basis of literature available, the researcher could find out following points of 
difference between internal and external Locus of Control in a work setting (T;ble 
1.1) 
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Table 1.1: Differences between Internal and External Locus of Control in Work 
Setting 
1. 
2. 
3. 
4. 
5. 
6. 
Internal Locus of Control 
Internals look within 
themselves to determine a 
course of action. They prefer 
less direct supervision. So, 
they would be best suited for 
tasks involving independent 
actions and the creation of 
plans. 
Employees with internal 
Locus of Control seem to 
better adapt to varying 
situations in a more 
functional way. 
Employees with an internal 
Locus of Control are more 
apt to seek information about 
problems and their solutions. 
Internal are committed more 
to their respective 
organizations and are more 
satisfied with their jobs. 
Internals are likely to stay in 
their jobs longer and they 
tend to perform better. 
Internals see challenges as 
opportunities for learning and 
professional growth. 
External Locus of Control 
Externals focus on outside 
influences such as; company 
policies and supervisors. So, 
externals would be better 
suited for tasks which 
involve company procedures 
and policies 
Employees with external 
Locus of Control face 
problems in adapting to 
various situations. 
Externals are not information 
seekers. 
Externals tend to have 
slightly less commitment to 
their respective jobs. 
Externals have a tendency to 
switch over their jobs. 
Externals ignore the 
challenges due to their sense 
that learning will not have an 
impact on him/her. 
Source 
Spector, 1982 & 
Sharma, 2010 
Judge, Locke, 
Durham & Klugar, 
1998 
Lefcourt, 1985; 
Lefcourt, Martin & 
Saleh, 1984 
Spector, 1982 
Broedling,1975 & 
Majumdar, McDonald 
&Greever, 1977 
Roter, 1954 
1.7 Stress Coping Strategies 
When individuals experience stress, they try to adopt ways of dealing or coping, with 
it as they cannot remain in a continual state of tension. The pioneer of the Stress 
Management (Prof Udai Pareek) believes that there are two aspects of stress 
management. One is the individual effort of the employees to manage stress at 
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personal level. This, effort, on the part of an employee to manage stress, is called, 
''Coping.''^ The second are the efforts of the organization to manage stress among its 
employees. These organizational efforts are called as '''Organizational Interventions. " 
Since the focus of present study is Coping. So, it would be more appropriate to 
understand the framework of coping strategies, which has been used for this study. 
"Coping is a constantly changing cognitive and behavioural effort to manage sj^ ecific 
external and/or internal demands that are appraised as taxing or exceeding the 
resources of the person." (Lazarus and Folkman, 1984). In other words, our coping 
response is what we think and do as we deal with demands, hi a difficuh situation, we 
go through three stages of coping (Lazarus and Folkman, 1984). 
In Stage I: We engage in Primary appraisal of the stressor or cluster of stressors. 
Here we decide whether the stressor is worth being considered about? In 2"** stage we 
engage in Secondary appraisal. Here we look out resources for dealing wilh the 
stressor. In Stage III (i.e. Coping), we take whatever actions seem appropriate. The 
response might involve action or a cognitive adjustment. 
Whether the coping response is helpful and constructive, is, of course, another matter 
(Frese, 1986; Krohne, 1986; Laux, 1986). This issue was deah by Pareek (1993). He 
proposed two types of coping strategies: 
> Effective / Functional Coping Strategies: These are Approach Strategies The 
individual confronts the problem of stress as a challenge. Approach mode is 
characterized by: 
• Hope that things will improve 
• Effort made by the subject to solve the situation 
• Expectation from others that they will help, or asking for help in relation to 
stress, and 
• Jointly doing something about the problem 
The word "Persistive" has been used for Approach mode. 
> Ineffective /Dysfunctional Coping Strategies: These are Escape/Avoichnce 
Strategies, which reduce the feeling of stress e.g. denying the reality of stre>s, 
or through use of alcohol or drugs. Avoidance mode is characterized bv: 
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• Aggression and blame 
• Denying the presence of stress, or finding an explanation for it. 
The expression "Punitive" has been used to denote Avoidance responses. 
Different approaches to the study of coping have been used in various investigations. 
Some have emphasized general coping traits, styles or dispositions, while others have 
preferred to study active, on-going coping strategies in particular stress situations. A 
popular framework for the Coping Strategies was proposed by Pareek, 1993. He 
conceptualized Coping Strategies as a product of a combination of externality, 
intemality and mode of coping {Approach or Avoidance). 
Externality is the feeling that external factors are responsible for Role Stress, resulting 
in aggression towards, and blaming of, these external factors. It can be pointed out 
that Externality may also indicate the tendency to expect and get a solution for the 
stress from external sources. Externality may be high or low. 
Internality is the feeling that the individual himself is responsible for the stress, and 
may therefore blame himself The respondent may expect a solution for the stress 
from within. Internality may be high or low. 
Coping may take a form of approaching or avoiding the stress situation. 
Eight coping strategies have been worked out by combining the two aspects of each of 
the three dimensions. 
Table 1.2: Categories of Coping Styles 
Mode 
AVOIDANCE 
APPROACH 
Internality 
Low 
High 
Low 
High 
Low 
High 
Low 
High 
Externality 
Low 
Low 
High 
High 
Low 
Low 
High 
High 
Coping Styles 
Impunitive (M) 
Intropunitive (I) 
Extrapunitive (E) 
Defensive (D) 
Impersi stive (m) 
Intropersistive (i) 
Extrapersistive (e) 
Interpersistive (n) 
Source: Pareek, 1993 
The eight styles are briefly described below: 
i) Impunitive (M): Has a combination of low intemality, low extemalty and 
avoidance. This is a fatalistic attitude (blame for the frustration is ivaded 
altogether, the situation being regarded as unavoidable), 
ii) Intropunitive (I): Is characterized by high intemality, low externality and 
avoidance. Blame and aggression^ are directed by the respondent against 
himself 
iii) Extrapunitive (E): is characterized by low intemality, high extemaliiy and 
avoidance. Irritation with the situation and aggression and blame for outside 
factors and persons are scored here, 
iv) Defensive (D): is characterized by high intemality, high externality and 
avoidance. By involving the self and others but by using the avoidance mode, 
a person avoids aggression or blame with the help of defense mechanisms, 
v) Impersistive (m): is characterized by low intemality, low externality and 
approach. This category relates to the "expression given to the hope thai time 
or normal circumstances will bring about the solution of the problem." 
vi) Intropersistive (i): is characterized by high intemality, low extemalit) and 
approach. Respondents himself take action in relation to stress, 
vii) Extrapersistive (e): is characterized by low intemality, low extemalit) and 
approach. Requests are made to someone to solve the problem. It indicates that 
the respondents have expectations that solution will come from other people, 
viii) Interpersistive (n): is characterized by high intemality, high externality and 
approach. It is the opposite of defensive style. In this style joint effort by 
respondent and the others are used to deal with stress. 
1.8 Overview of Healthcare Industry 
Health care industry focuses on treating patients suffering from any ailment. The 
treatment is done by trained professionals. Governments all over the world are getiiiig 
increasingly concerned about their ability to meet their social obligations in the he Uth 
sector. Today the healthcare industry is considered one of the largest indust ics 
throughout the world. It includes innumerable hospitals, clinics and other types of 
facilities which provide primary, secondary and tertiary levels of care. To deliver ihis 
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care, these facilities require healthcare workers; including physicians, nurses, and 
other allied health professionals. 
The present study has been carried out in Lidian setting. Healthcare is one of India's 
largest sectors, in terms of revenue and employment and the sector is expanding 
rapidly. Health care is one of the fastest growing sectors in the service economy 
(Andaleeb, 2001). The demand for healthcare services in India has grown from $4,8 
billion in 1991 to $22.8 bilHon in 2001-2002, a compound annual growth rate of 16 
percent. The total value of the sector is more than $34 billion. This translates to $34 
per capita, or roughly 6% of GDP. By 2012, India's healthcare sector is projected to 
grow to nearly $47 billion or 6.2% to 7.5%. (Healthcare in India; Emerging Market 
report- 2010). (Source: www.wikipedia.com) 
In India, healthcare is provided by both Government and Private sectors. The 
government heahhcare system consists of facilities run by the central and state 
government. It is the responsibility of Government sector to establish healthcare 
institutions accessible to all sections of the population in all parts of the country, to 
provide diagnostic and treatment facilities. These facilities are possible only if the 
employees working in the hospitals are taken care of Besides paying them for their 
work in monetary terms, the mental health of the employees working in the hospitals, 
also need a thorough consideration. Density of health care workers in the country is a 
little over 8 per 10,000 population. Allopathic physicians comprise 31% of the 
workforce, followed by nurses and midwives (30%), pharmacists (11%), practitioners 
of traditional systems of medicine (9%) and others. (Source: www.wikipedia.com). 
1.8.1 Industry Infrastructure 
India has 0.7 beds per thousand patients, as against a world average of 206. Corporate 
hospitals accounts for approximately 10.4 % of the total number of hospitals. 
Table 1.3 Service Infrastructure 
HospitaIs# 
Beds 
Sub-centres 
Primary health centres (PHCs) 
Community health centres (CHCs) 
11,613 
5,40,328 
1,46,036 
23,458 
4,276 
Source: Ernst & Young, 2007 
Note: Includes hospitals ran by central governments, state governments and local government bodies. 
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1.8.2 Hospital 
A hospital is an institution for health care providing patient treatment by specialized 
staff and equipment, and often, but not always providing for longer-term patien*^  stays. 
Modem-day hospitals are largely staffed by professional physicians, surgeons, and 
nurses. 
Hospitals vary widely in the services they offer and therefore, in the departments they 
have. They may have acute services such as an emergency department or specialist 
trauma centre, bum unit, surgery, or urgent care. These may then be backed up by 
more specialist units such as cardiology or coronary care unit, intensive cart unit, 
neurology, cancer center, and obstetrics and gynaecology. Some hospitals ma> have 
outpatient departments and some may have chronic treatment units such as 
behavioural health services, dentistry, dermatology, psychiatric ward, rehabilitation 
services, and physical therapy. 
1.8.3 Government Hospitals 
The present study covers Government hospitals in India. The work culture of Iidian 
government hospitals is more or less same. These hospitals offer a wide range of 
outpatient and inpatient services, including a few super speciality services. Many 
government hospitals also serve as teaching hospitals for undergraduate and post 
graduate studies in medicine and nursing. A hospital superintendent heads each 
government hospital. They have the responsibility of managing the hospital resources 
in providing healthcare services to the patients and also have to interact with the 
bureaucrats in the municipahty, district or the state governments in the administration 
of their hospital. 
1.8.4 Problems facing Government Hospitals 
Common problems faced by Indian government hospitals can be outlined as: 
a) Inadequate resources 
b) Irregular allocation for capital expenses 
c) Lack of administrative support 
d) Poor interface with the citizens 
e) Low user charges 
Besides infrastructure, capital and other essentials required for the working of a 
hospital, the indispensable part are the human resources. Both the medical and 
paramedical staff are the pre-requisites of the functioning of any hospital. The present 
study includes doctors working in government hospitals in two states of India namely; 
Uttar Pradesh and Kashmir. The rationale for choosing Government hospitals is that 
the maximum population of India relies on government hospitals. The study covers 
the doctors of government hospitals belonging to following departments: 
• Department of General Medicine 
Department of Surgery 
Department of Paediatrics 
Department of Gynaecology 
Department of Anaesthesiology 
Department of Dental care 
1.9 Stress among Doctors - A Brief 
Generally, a typical day of a doctor in government hospitals starts with attending 
patients in the OPD or performing surgery in the operation theatre (in case of 
surgeons), then visiting the wards, delivering lectures, guidance to doctoral students 
and research, attending emergency cases and working for long hours. Besides these 
activities, the doctors also have administrative duties then there are family 
responsibilities to shoulder. This multiplicity of roles that the doctors have to perform 
during their everyday educational and clinical practice has a potential to create stress. 
Summary 
In this chapter, an attempt has been made by the researcher to introduce the variables 
considered for the study i.e. Locus of Control, Role Stress and Coping strategies. 
Various models of these variables have been presented in this chapter. A brief 
overview of the healthcare industry; including its share in GDP, infrastructure of 
healthcare industry, working of government hospitals and problems facing 
government hospitals have also been provided. Besides, research objectives, research 
setting and rationale for choosing research variables have been delineated. Stress in 
doctors-A brief has also been discussed. 
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Chapter Two 
Literature Review 
This chapter comprises of three sections. First, a review of studies on Role Stress has 
been presented. Secondly, studies on Locus of Control have been perused. In the third 
section studies on Coping Styles have been presented. 
2.1 Studies on Role Stress 
In the year 1983, Time magazine, mentioned present age as the ''Age of Stress." It was 
a public acknowledgement that stress is a defining factor in modem life (Peterson and 
Wilson, 2002). 
Literature suggests that the definitions of stress encompass a number of facets. Stress 
has been defined both broadly and narrowly. Some researchers treat stress as a 
stimulus, a response, an environmental characteristic, an individual attribute and an 
interaction between an individual and his/her environment (Beehr and Nev/man, 
1978; Katz and Kahn, 1978; Levi, 1981). Numerous researchers labelled Stress as a 
physiological dysfunction (Ivancevich and Matteson, 1980), while others call it a 
consequence of stress (Schuler, 1980). One major category of Stress is conceptualized 
as the occurrence of significant life events that are interpreted by the person as 
undesirable (Lazarus and Folkman, 1984; Luthar and Zigler, 1991; Monroe and 
Peterman, 1998; Monroe and Simons, 1991). The accumulation of minor events or 
hassles represents another kind of stress (Dohrenwend and Shrout, 1985; Lazarus, 
1990). Taking note of these differences, it is not surprising that there is no consensus 
among researchers about how to define Stress. 
At the most basic level, stress arises from either the worker or the work environment. 
Stress can be caused by a multitude of environmental, organizational and individual 
variables (Matteson and Ivancevich, 1999; Cook and Hunsaker, 2001; Robliins, 
2003). These variables are commonly named as "Stressors" (Selye, 1956; Code and 
Langan-Fox, 2001; Maslach, 1998; Quick et al., 2001). Organizational 
variables/stressors have been known to create stress for employees at the workplace 
(Greenhaus and Beutell, 1985). 
The focus of the present study is the organizational aspect of stress i.e. Role or 
Workplace Stress. The experience of workplace stress has been subject of extensive 
research. Previous researchers have noted various work related stressors, for example, 
time constraints (Hall and Lawler, 1970), productivity emphasis (Klein & Ritti, 1970), 
heavy workload (Buck, 1972), shift work (Komhauser, 1965;Mott et al., 1965), lack 
of opportunities to use valued skills and abilities, high costs and penalties of mistakes 
(Keams, 1973). There was a lack of a common theoretical framework of work place 
stressors. For example, Supervisory behavior has been identified both as a stressor 
(Buck, 1972) and as a moderating variable (Klein and Ritti, 1970). Various 
researchers came up with different frameworks for sources of stress. For example, 
Situational factors, like; equipment breakdown and delay in task completion (Nix and 
Bates, 1962) were considered as source of stress at workplace. Some researchers 
attributed discrepancies between expectations and the organizational & personal 
resources available to the role occupant as source of workplace stress (Kahn & Quinn, 
1970). Workload in terms of quantitive (too much work) and qualitative (work that is 
too difficult) overload represented additional category of work stress (French and 
Caplan, 1973). Various other studies indicate that different task dimensions, for 
example, job challenge, task identity and autonomy, were differentially related to 
stressors (Hall and Lawler, 1970; Brief and Aldag, 1976; Roger and Molnar, 1976). 
Stressors were also categorized into extra organizational and intra organizational 
sources (Cooper and Marshall, 1977). A more complete understanding framework of 
work-related stressors was given by Pareek (1982). He described ten stressors in his 
frame work, namely; Inter Role Distance, Role Stagnation, Role Expectation, Role 
Erosion, Role Overload, Role Isolation, Personal Inadequacy, Self-Role Distance, 
Role Ambiguity, and Resource Inadequacy. This pioneering framework/questionnaire 
has been used in a number of studies (Ahmad et al., 1985; Beehr and Gupta, 1979; 
Bhatnagar and Bose, 1985; Das, 1991; Dwivedi, 1995; Downs et al, 1990; Gupta, 
1989; Pestonjee, 1987; Pestonjee and Singh, 1987; Rajgopalan and Khandelwal, 
1988; Srinivasan and Anantharaman, 1988; Srivastava, 1991; Srivastava, 1993; 
Srivastav, 1995; Surti and Sarupria, 1981). The same framework is used for the 
present study. 
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2.1.2 Models of Job Stress 
Over the past decades, occupational stress research has been guided by various 
theoretical models (Cooper, 1998). Different theories of work stress specify just what 
should go in that middle ground between the stressors and the well-being end-poinis. 
and some theories specify what constitutes a stressor. For example, a simplijlea model 
of stress (Matteson and Ivancevich, 1982), explains the sources and outcomes of 
stress. Researchers (Cooper and Eaker, 1988) took the above model of work stress a 
step ahead by including the symptoms of stress in between the sources and outcomes 
of stress. This model was further developed by Palmer et al. 2004, in v\hich 
organizational culture was shown to play a major role in managing stress at \vork 
place. All these models were focused on both organizational and individual 
differences. However, a model of stress exists in literature which takes into account 
only organizational differences, that is, "a;? organizational model of stress"' (Palmer 
and DeCottis, 1983). 
Two important models in work stress research are the Job-Demands-Control Support 
(JDCS) model Or Decision Latitude model (Karasek 1979, 1989; Karasek & Theorell, 
1990) and Effort Reward Imbalance (ERI) model (Siegriest, 2002; Siegriest, 1996. 
1998; Siegriest and Weber, 1986J. Demands control support (DCS) model posit ^ thai 
excessive and conflicting workload demands, lack of control, and low social support 
are the most important stressors. Similarly, the effort-reward imbalance (ERI) model 
is concerned with specifying other combinations of stressors that are theoretically 
most important. Other theories have little to say about the working conditions that 
produce strain, but rather specify the processes operating to link stressors to striins. 
The cognitive appraisal model (Lazarus & Folkman, 1984), for example, desc ilx\s 
the cognitive processes that translate environmental events into tlie psycholo;ueal 
experience of strain. Similarly, {\\Q person-environment fit (P~E fit) niodel (French. 
1963) of stress is explicit about the role of individual diiTerences in the middle o; ihc 
model but offers no theoretical guidance about which working conditions are i inst 
important (Caplan, 1983). Stress researchers generally agree that indixi.lial 
differences play a role and that certain factors serve to buffer the etTects of \\( ik 
stressors. 
A brief of few models is described in the following section: 
A simplified model of work stress has been given by Matteson and Ivancevich (1982). 
Its major parts are outlined below: 
Fig 2.1: Simplifled model of Work Stress 
Personal Sources of stress (e.g., age, 
gender) 
Social Support 
External Sources of stress (e.g., 
physical and job factors) 
Stress as Experienced 
Potential Outcomes 
(e.g., physical, 
psychological, 
organizational factors) 
Source: Adapted from Matteson and Ivancevich, 1982 
The model suggests that personal (e.g., age and gender) and external sources of stress 
(in a work setting, e.g., physical and job factors) influence stress as experienced, 
which in turn can affect potential outcomes, with implications for physical, 
psychological, and organizational factors. Although having social support may to 
some extent protect individuals from the negative effects of stress (LaRocco et al., 
1980; Vitkowic and Koslow, 1994). 
Gradually, the sources, symptoms and outcomes of stress were elaborated in a model 
''Dynamics of Work Stress" (Cooper and Eaker, 1988). In this model, six major 
sources of stress were identified. 
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Sources of Stress 
Intrinsic to the Job 
Role in the 
Organization 
Relationship at 
Work 
Career 
Development 
Organizational 
Structure & Climate 
Home-Work 
Fig 2,2 Dynamics of Work Stress 
Symptoms of Stress Outcomes 
Individual 
Symptoms 
Raised BP 
Depressed Mood 
Excessive Drinking 
Irritability 
Chest Pain 
- > 
Coronarv Heart 
Diseases 
Mental Illness 
N-
^ 
Organizational 
Symptoms 
High Absenteeism 
High Labour Turnover 
Industrial Relation 
Difficulties 
Poor Quality Control 
- > 
Prolonged Strike 
'-•requent &Se\ere 
Accidents 
Apathy 
Source: Adapted from Cooper and Eaker, 1988 
Palmer et al (2004) further developed Cooper et al (1988) model of work Stress, by 
including Organizational Culture in the above model. They believe that a jjood 
Organizational Culture can play a major role in managing stress in the Workplace 
The above models (Matteson and Ivancevich, 1982; Cooper and Eaker, 1988; Pamer 
et al, 2004) took into account both Organizational and individual diffcrerccs. 
However an ''Organizational model of Stress'' (Palmer and De Cottis, 1983) primanlv 
dealt with Organizational stressors and organizational outcomes. 
Fig 2.3: Organizational Model of Stress 
Stressors 1st Level Outcome Second Level 
Work Itself 
Organizational 
Characteristics 
Role in Organization 
Relationships 
Career 
Development 
External 
Commitment & 
Responsibilities 
^ 
JOB 
STRESS > 
»k 
«* 
' > 
Organizational 
Commitment 
Job Satisfaction 
Avoidance 
Behavior 
Job Performance 
Source: Adapted from Palmer and De Cot/is (J 983) 
The above model shows two levels of outcomes: first and second level. Only the first 
level outcome is referred to as Stress. Second level outcomes are viewed as 
organizational consequences, which are affected by stress. 
Another model (Person Environment fit model), reports that job stress can be viewed 
as an individual's reaction to work environment characteristics that appear threatening 
to the individual. Job stress indicates a poor fit between the individual abilities and the 
work environment in which excessive demands are made from the individual or the 
individual is not fully equipped to handle a particular situation (French, 1963). This 
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basic framework of P-E theory forms the core of many large scale studies (e.g. Caplan 
et al., 1980; French et al., 1982). 
Edwards (2007) noted that this work has been reviewed in narrative summaries 
(Katzell, 1964; Pervin, 1968; Spokane, 1985; Edwards, 1991; Kristof, 1996; Meglino 
and Ravlin, 1998; Spokane, et al., 2000) and meta-analyses (Assouline and Meir, 
1987; Tranberg et al.,1993; Verquer et al., 2003; Chapman, et al., 2005; Knstof-
Brown et al., 2005; Tsabari, et al., 2005; Arthur et al., 2006; Hoffman and Woehr, 
2006;). 
One of the most widely theoretical approaches of job stress is the Job demand-
control (JDC) model (Karasek 1979). It is characterized in terms of the combination 
of two dimensions: psychological work demands and the amount of control workers 
have to meet these demands. The prediction of the demand-control model can be 
summarized as: high work demands tend to lead to high levels of worker's stress, but 
having high control with regard to one's job will help buffer the stress caused by high 
work demands and in turn lower the levels of work stress experienced by workers. 
Fig. 2.4: Job strain groups according to job demands and control 
LOW 
C 
0 
n 
t 
r 
o 
1 
HIGH 
Passive group 
Low-Strain group 
High-Strain group 
Active group 
Risk of 
Psycho-
somatic 
Sympto 
ms 
LOW HIGH 
Job Demands 
Source: Karasek, 1979 
In the past two decades numerous investigations on JDC model have been carried out. 
Several smdies have provided support for the model (e.g., Ganster and Murphy, 2000; 
Ganster et al., 2001; Wegman and McGee, 2004). However, few other studies shoved 
contradictory results (De Jonge and Kompler, 1997; Vander Doef, 1999). The JDC 
model has also been criticized for being so simplistic (Baker, 1985: Parkes. 1V91; 
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Piltch, 1994). For example, job control is just one of many potential psychosocial 
resources (Rodrigeuz, 2001). Johnson (1988) argues that social support plays a similar 
important role as job control in moderating the stressor (i.e. demands) - strain 
relationship. So, the original JDC model was expanded by adding Social Support at 
work, to the original formulation. This revised model is called as Job-Demands-
Control- Support model (JDCS). In this formulation, the highest level of strain vi'ould 
be expected in jobs that are characterized by high demand, low control and low social 
support at work or social isolation (Johnson, 1988). In addition it has been pointed out 
that individual characteristics might play an important role. For instance, Parkes 
(1991) argues that a possible explanation for the contradictory results of the model is 
that individuals have different styles of adaptation to the job environment. She 
suggests that Locus of Control (LOC) interacts with job demands and control to 
predict job strain. Accordingly, some studies have expanded JDC model by including 
Locus of Control construct (Danials and Guppy, 1994; Newton and Keenan, 1990; 
Parkes, 1991). 
Job-demand-control-support (JDCS) model is focused on specific workplace charac-
teristics; while as, the effort-reward imbalance (ERI) model is concerned with 
stressful features of the work contract (Siegriest, 1996). ERI model has guided many 
occupational health researches (Siegrist, 1996; Siegrist and Weber, 1986). This' 
model is based upon the premise that work-related benefits depend upon a reciprocal 
relationship between efforts and rewards at work. Efforts represent job demands 
and/or obligations that are imposed on the employee. Occupational rewards 
distributed by the employer (and by society at large) consist of money, esteem, job 
security and career opportunities. This model claims that lack of reciprocity between 
efforts spent and rewards received in turn elicits sustained stress reactions with 
adverse long- term consequences for health (Siegrist, 1996). The imbalance "High 
cost-low gain" conditions at work occur frequently: a) if employed people have no 
alternative choice in the labor market (e.g. due to low qualification) b) if they make 
strategic choices to spend additional efforts in order to improve their career prospects 
in highly competitive professions c) Moreover, there are psychological reasons for a 
recurrent mismatch between efforts and reward at work. People characterized by a 
motivational pattern of excessive work-related over-commitment (a personality 
characteristic) may strive towards high achievement because of their underlying need 
30 
for approval and esteem at work. Although these excessive efforts often are not met 
by adequate rewards, overcommitted people tend to maintain their level of 
involvement. 
Researchers (Siegreist, 1996) believe that highly overcommitted employees will 
respond with more stress-strain reactions to an ERI, in comparison with less 
committed employees. Over-commitment can have both a direct effect on employee 
health, and can modify the relation between effort-reward and employee health (e.g., 
over-commitment acting as an effect modifier) (Peter, 2002). So, it can be concluded 
from the review of literature of ERI model that the combination of high efforts and 
low rewards will have the most adverse health effects, especially among highly over-
committed employees. 
Furthermore, most ERI studies report an elevated risk due to the combination of high 
effort and low reward (Van Vegchel et al., 2005). However, as Belkic, and colleagues 
(2000) have noted, in some studies a synergistic (or at least moderated) interaction 
seems to exist, that is, the relative risk of poor health in the case of a combined 
measure of high effort-low reward is substantially greater than the sum of the risks 
due to those two components separately (e.g., Peter & Siegrist, 1997; Siegrist, 1996), 
Fig 2.5: Original ERI Model 
Extrinsic 
(Demands, 
obligations) 
Intrinsic 
(Critical coping, 
need for control) 
Money. Estreni. 
Security. Career 
opportunit c--
Source: Siegriest, 1996 
Fig. 2.6: Current ERI Model 
Over-commitment 
(need for control and 
approval) 
Extrinsic 
(Demands, 
obligations) 
Intrinsic 
(Critical 
coping, need 
for control) 
Money, 
Esteem, 
Security, Career 
opportunities 
Source: Siegriest, J 999 
A central tenet of both Job demand control support (JDCS) and Effort reward 
imbalance (ERI) models is an interaction between job demands that are placed upon 
the employee (i.e., psychological job demands termed by Karasek and job-related 
efforts termed by Siegrist), on the one hand. On the other hand, job-related resources 
(such as job decision latitude and occupational rewards) to cope with such 
requirements (Vegchal et al., 2005). In this way, both models can be seen as balance 
models, in which job demands can be generally defined as those aspects of the job 
which require additional/ sustained physical, psychological, or emotional effort (De 
Jonge & Dormann, 2003). Demands are not necessarily negative; they can also be 
positive in the right circumstances (Warr, 1987). Job resources can be generally 
described as those aspects of the job which can lead to buffering job demands and 
related efforts (e.g., Karasek, 1979; Schaufeli & Bakker, 2004). Although the 
interaction is a central feature of both models, this subject has been surrounded by 
diverse meanings and interpretations (Vegchel, 2005). 
These two models {JDCS and ERI) are the most widely studied models in stress 
research. However, the idea prevails that people will not passively stay in a high-
effort-low-reward imbalance situation. But they will try to cognitively and 
behaviourally reduce their efforts and/or maximize their rewards, for example, 
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Cognitive theory of emotion (Lazarus, 1991) and expectancy theory of motivation 
(Schonpflug and Batman, 1989). 
This sub-section presents few of the models of work stress. However, literature on 
stress is enriched with number of models, which attempted to describe the sources, 
symptoms and outcomes of job stress. The job stress models have been formulated by 
relating work stress with both individual constructs (for example, personality traits, 
Locus of Control, psychological well-being etc.) and organizational construe s (for 
example, job satisfaction, organizational commitment, absenteeism etc.). 
2.L3 Stress and its Constructs 
Number of individual and organizational constructs has been employed to understand 
the work place stress. Among individual characteristic constructs, job stress has been 
related with, for example, personality traits (Snyder and Ickes, 1985; McCrae, 1992; 
Goldberg, 1993; Deary and Blenkin, 1996; Matteson & Ivancevich, 1999), Locus of 
Control (Organ and Greene, 1974; Beehr and Newman, 1978; Singh and Rhoads, (991; 
Von Emster and Harrison, 1998), psychological well-being (Greenhaus et al., 1987), to 
name a few. 
Stressful work environments have been associated with a wide range of negative 
outcomes that impair the effective functioning of both the employees and their 
organizations (Baba et al., 1998; Shupe and McGrath, 1998; Yoon and Thye, 1999, 
Sargent and Terry, 2000; Elangovan, 2001; Fielden and Cooper, 2001). The negative 
outcomes for organizations include: low levels of job satisfaction (Hollingworth ct al, 
1981; Keller et al., 1975; Leigh et al., 1988), increased labor turnover (Keita and 
Sauter, 1992; Parrewe, 1991; Quick et al., 1992), low levels of work performauce 
(Cooper and Roden, 1985; Karasek and Theorell, 1990; Motowidlo, 1986; Packard 
and Motowidlo, 1987), increased absenteeism (Cartwright and Cooper, l')^>7; 
Gianakos, 2001), decreased organizational commitment (King and Sethi, l')97; 
Yousef, 2002; Irving and Coleman, 2003; Glazer and Beerh, 2005; Meyer et al.. 
2002), minimized efficiency and productivity (Bertera, 1991; Jacobson ct al., I''96) 
and decrease in overall life satisfaction (Baba et al., 1998; Fogarthy et al., 1999; liart. 
1999; Judge et al., 1994). The costs of occupational stress have been varioiisiy 
estimated. The International Labour Organization (ILO) reported that incfficieni ics 
arising from occupational stress may cost up to 10 per cent of a country's G \ P 
(Midgley, 1997). Experience of stress at workplace has shown undesirable 
consequences for the health and safety of employees as well. Some occupations 
reported worse than average score on each of the factors of physical health, 
behavioural and psychological well-being (Caplan, 1985; Masters et al., 1987; Dua, 
1990; Dua and Price, 1992; McShane and Von Glinow, 2003; Sheena et al, 2005; 
Sharma, 2007). Uimianaged stress results in drug abuse and alcoholism (William et 
al., 2001), increased level of morbidity and mortality (Siegrist, 1998). But stress, if 
managed, can yield positive results. Rather than minimizing the level of stress in the 
workplace, practical advice has been to manage the stress to optimal levels. 
2.1.4 Eustress and Distress 
Common management practices assume that a "reasonable" amount of pressure, 
anxiety, or fear in the environment leads to higher performance among employees 
than if the stress is not present (Benson and Allen, 1980; Lussier, 2002; Certo, 2003). 
The terminology used for positive form of stress is "Eustress " and negative form of 
stress is "Distress" (Selye, 1964). Eustress has been equated with pleasure (Harris, 
1970), positive psychological states of hope and meaningfulness (Simmons and 
Nelson, 2001; Goleman, 1995) and has also been described as a positive discrepancy 
between perceptions and desires (Edwards and Cooper, 1988). Distress has been 
equated with negative emotions like; hopelessness, anger, hatred (Selye, 1987). 
Distressful or Eustressful nature of any particular stimulus is governed by how one 
interprets it and chooses to react to it. Individual determines whether the stressor is to 
be eustress or distress (Selye, 1987, Lazarus, 1990). Stress, therefore, should be 
viewed as a continuum along which an individual may pass, from feelings of eustress 
to those of mild/moderate distress, to those of severe distress (Mcvacar, 2003) (Table-
2.1). 
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Table 2.1: Psychological and physiological indicators of Eustress and Distress 
Psychological 
Physiological 
Impact on the 
individual 
Eustress 
Fear/ Excitement Increased 
level of arousal 
and mental activity 
Autonomic arousal 
Increased Blood pressure 
Increased heart rate 
Quicker reaction times 
Increased Alertness 
Attention focussed on the 
Situation, Individual more 
responsive to changing 
situation: Fear, Fight, Flight 
Preparation for activity 
Energized 
Distress 
Unease, Sadness, 
Apprehension, 
Depression, 
Pessimism, Negative 
Attitudes, Short temper. 
Fatigue, Poor sleep. 
Increased smoking/ 
Alcohol consumption 
Persistently elevated 
arterial blood pressure, 
Weight gain or loss, 
Indigestion 
Variable between 
individuals but usually 
maladaptive 
Severf Distress 
Burnout i e. 
a) Emotional 
exhaustion 
b) Depersonalization 
& Disengagement 
c) Decreased 
personal 
Clinical 
hypertension, 
Heart diseise, Gastric 
disorders 
Variable between 
individuals, possibly 
but usuall)' severely 
maladaptive, possibly 
life threateiing 
Source: Adapted from McVicar (20031 
Eustress receives very little treatment in the literature. As Mesler (1996) stated there 
are "relatively few studies, and no adequate models, proposing the concept of eustress 
and its associated regenerative qualities". Fevre et al., (2003) noted that three major 
reviews of occupational stress and management interventions (De Frank and Cooper, 
1987; van der Hek and Plomp, 1997; van der Klink et al., 2001) made no menticn of 
any possible positive aspect or effect of stress. A search of Psychinfo for the >ears 
1960 to 2003 using stress as a keyword yielded 72,689 citations. A search using 
eustress as a keyword yielded 26 citations nine of which were unpublished 
dissertations. The concept of eustress appears to be outside the realm of consideration 
in scholarly literature. However, quite to the contrary, the concept of eustress is 
frequendy covered in basic management texts (e.g. Certo, 2003; Lussier, 2('02; 
Schermerhom, 2003) as that amount of stress that increases performance. Generilly 
speaking, eustress has taken "for-granted" status among managers as the optimum 
amount of stress. 
Distress receives some treatment in the popular and scholarly literature. Thus, as 
usually in common parlance of stress research, the broader construct of stress has 
become synonymous with distress. With stress and distress operating as synonyms, 
the distinction Selye intended between distress and eustress is lost. In this light, stress 
and distress are used interchangeably and eustress is another entity altogether (Fevre 
et al., 2003). 
2.1.5 Stress across Different Occupations 
The stress experienced by different occupation types and job roles has been explored 
in many studies with a number of occupations being described as experiencing above 
average levels of stress, for example, teachers (Travers and Cooper, 1993; Mishra, 
1996; Borg and Riding, 1993), ambulance service (Young and Cooper, 1999), bank 
employees (Sharma and Devi, 2011; Kumar and Dileep, 2006), healthcare 
professionals (Cooper et al., 1999; Cozens, 1990; Huber, 1995; Manning et al., 1996; 
Agius et al., 1996; White et al., 1997; Swanson et al., 1999; Dasgupta and Kumar, 
2009; Grant and Kinman, 2010; Ochsmann et al, 2011), Police Personnel 
(Bhaskar,1986; Talib, 2003), University employees (Jagdish, 1994; Nilufar et al., 
2009; Manzur et al., 2011) and Industrial workers (Beehr and Newman, 1978; 
Srivastava, 1983; Behrman et al., 1984; Samanta, 1993) to name a few. 
2.1.6 Stress among Healthcare Professionals 
In today's healthcare market, medical and paramedical professionals shoulder 
enormous responsibility for agency success or failure, as they influence use of 
resources and patient outcomes. The present study is focused to explore the problem 
of Role Stress in the context of healthcare professionals. A large Number of studies of 
Role Stress among healthcare professionals have been conducted in Western world 
(Cooper et al., 1989; Howie et al., 1989; Rout and Rout, 1993; Sutherland and Cooper 
1992; Rout and Rout, 1997). However, to the best of researcher's knowledge there is 
a dearth of such studies in India. 
Some occupations, by definition, are more stressful than others. Doctors experience 
relatively high levels of occupational stress in comparison to other professionals 
(Wolfgang, 1988; Cooper et al, 1994). The simplest explanation of doctor's stress 
symptoms would seem to be sought in the practice of their profession, which has 
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obvious tendency to be stressfiil. Because specific to this profession is con inuous 
contact with disease, sufferings, distress, death, handling of forbidden parts of the 
body and the great temptation to overwork (Bates, 1982). The intensity oJ stress 
among doctors can also be noted in a statement "being a doctor is physically and 
emotionally quite demanding" (Josephine, 2008). 
There is a good evidence to show that medical practitioners experience appreciable 
stress (Burke and Richardson, 1990; British Medical Association, 1992), 
comparatively high rates of suicide (Gestal, 1987) and varying degree of morbidity 
and early retirement (McNamee et al., 1987; Richardson and Burke, 1991). McKevitt 
et al. (1995) listed doctors as among the ten highest risk occupations for suicide; they 
have a suicide risk 72 per cent higher than the general population. The job strain 
model (JCDS model) classifies healthcare as a profession with high demand & high 
decision latitude (Karasek, 1979). An interesting fact is revealed in stress research 
among healthcare professionals that medicine has become more of a business venture 
and doctors are likely to be confronted with the strains of balancing needs and 
demands of these new roles (Van et al., 1981). In addition, this profession no longer 
commands such high regard, respect and prestige as in the past, and potential for 
gratification and satisfaction has thus eroded (Sutherland and Cooper, 1992), 
contributing to their stress levels. 
The main sources of stress among doctors have been identified as: problems with 
practice administration, interruptions, patient's expectations and demands, 
emergencies, constant time pressures and work/home conflict (Cooper et al., 1989; 
Howie et al, 1989; Morrell et al., 1986; Porter et al., 1985; Richardson and Burke, 
1993), lack of clear direction concerning the organizational goals (Murphy, 1987) and 
higher clinical workloads (Deary et al 1996). 
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Table 2.2: Sources of Stress for Medical professionals 
The Job 
The Organization 
The Doctor 
Relationships with 
other people 
Work-life balance 
Workload, Time pressure, Administrative duties. Sleep deprivation, No 
regular meals, Threat of malpractice. 
Career structure. Career uncertainties. Inadequacy of resources and 
staff, Lack of senior support. Culture and climate of the organization. 
Personality (e.g. Hardy and non-hardy). High demands on self and 
others. Dealing with death and dying, Confrontation with emotional and 
physical suffering 
Staff conflict. Professional isolation, patient's expectations and 
demands, level of support from friends and family. 
Stress over sill from work to home and vice-versa, Lack of exercise and 
other leisure activities, lack of free time. Home demands. Disruptions to 
social life 
Source: Dr. Josephine, 2008 
In addition, some of the studies have found that doctors experience stress also due to 
home visits, night calls, emergency calls, 24-hour responsibility for patient's lives and 
coping with phone calls (Rout and Rout, 1997). The sources of stress in medical 
practitioners vary with the type of medical practice (private vs. public, hospital-based 
vs. community-based) and specialty. Usually, a number of following factors (Table-
2.2) are present in an individual doctor, and therefore the difficuUies faced by the 
doctor are compounded and complicated. 
Researchers have also found that four job stressors (i.e. demands of the job, 
interruptions, administration, and home/work interface and social life) were predictive 
of high levels of job dissatisfaction and lack of mental well-being (Cooper et al., 
1989). 
Literature suggests that the consequences of stress among doctors are manifold. Many 
studies have linked stress in doctors with mental ill health, including anxiety, 
depression, increased alcohol consumption, and suicide (BMA, 1993). The most 
serious consequences of doctor's stress is said to show itself in the suicide rates of 
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doctors (Sargent et al, 1997; Waring, 1974; Sole et al., 1969). High prevalence ot 
emotional exhaustion has been found in doctors (Grassi and Magnani, 2000). 
Alcoholism and drug addiction is also high among doctors (Vaillant et.. 1970; 
Waring, 1974; Murray, 1977; Williams, 1980; Sargent et al., 1997). Even more 
pervasive is depression among doctors (Valliant, et al., 1970; Gallery et al. 1992; 
Sargent et al, 1997; Birch and Kamali, 2001). Doctor's population in general, is said 
to have a high level of anxiety (Cramond, 1969; Maddison, 1974). A study n U.K 
reported that over 75% of general practitioners regretted entering medical proi'ession 
and felt that the stress of general practice adversely affected their well-being (Deary, 
1994). The same study mentions that half of the doctors had seriously considering 
leaving general practice because of ill consequences of stress. 
The most serious consequence of doctor's stress is the problematic patient-joctor 
relationship. The quality of healthcare can be extremely influenced by the stiessed 
health staff (Firth-Cozens, 1998). If the doctor is under considerable stress, this will 
inevitably make it harder for him/her to relate empathetically to the patient, tc treat 
the patient as a partner in the transaction and to understand the problem from the 
viewpoint of the patient. For, example, doctors who carmot cope with stress ma^' find 
it difficult to help their patients to cope with stress (Bates, 1982). 
Besides the studies on intensity, sources and consequences of stress in doctors, there 
exists some comparative studies in the stress literature. Comparisons of job etress 
have been made among male and female doctors (Swanson and Power, ]')99), 
younger and older doctors (Benboy and Jolly, 2002; Kjeldstadli et al., 2006; Peisah et 
al., 2009). Some studies are also focused on specialist doctors, for example, surgeons 
(Campbell et al., 2001), psychiatrists (Benboy and Jolly, 2002), emergency 
physicians, (Lloyd et al., 1994) etc. Findings of most of the studies revealed that 
younger doctors are more stressed than older doctors (Niemi and Vainiomaki ei al., 
1984; Fish, 1996; Chew and Rogers, 2003). In most of the gender based comparative 
studies, female doctors were found more stressed than their male counterparts (F rih. 
1987; Hsu and Marshal, 1987; Izraeli, 1988; Cooper et al., 1989; Sutherland and 
Cooper, 1993). The most frequent reason of stress was found to be imbalance between 
home and work life. 
It can be noted above in the review of literature that great deal of research has taken 
place in the Western World; however, there are only few studies of stress among 
doctors in India. Infact, there is an on-going concern in the Western World about the 
mental health of the practitioners (Ramirez et al, 1996). Such mental problems make 
health staff in general and doctors in particular susceptible to more physical and 
emotional morbidity (Cooper et al., 1989; Gautam, 2001). A brief summary of 
studies conducted on doctor's stress is presented below in a tabular form (Table-2.3). 
Table 2.3 Studies on stress among Doctor's 
Source 
Bates (1982) 
Firth-Cozens 
(1990) 
Heyworth et 
al.,(1993) 
Variables in 
the study 
Stress 
Stress 
Stress, 
Depression, 
Task and role 
clarity, work 
group function 
& overall 
satisfaction 
with work. 
Study setting 
and Study 
Population 
Doctors in 
Sydney 
Australia. 
105 doctors 
General 
Practitioners^ 
51 
Registrars= 30 
Specialists^ 24 
Women doctors 
from 
Manchester and 
Sheffield 
Study pop.= 92 
female doctors 
Consultants and 
senior registrars 
practicing 
accidents & 
emergency in 
U.K. 
Study pop.= 
201 
154 consultants 
47 senior 
registrars 
Key Findings 
• Major sources of stress for 
doctors were shortage of time, 
responsibility for people's 
welfare, work-family life 
imbalance and inevitable presence 
of illness and death 
• Overwork was perceived as 
creating the most stressed life; 
followed by effects on personal 
life, serious failures of treatment, 
and talking to distressed relatives. 
• Senior staff was found to 
experience higher levels of work 
satisfaction. 
• Respondents who were clear 
about their tasks reported low 
stress & were more satisfied with 
their work. 
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Agius et al., 
(1996) 
Rout and Rout 
(1997) 
White et al , 
(1997) 
Swanson and 
Power (1999) 
Perceived 
stress and 
Work demands 
Occupational 
stress, job 
satisfaction 
and mental 
health 
Stress 
Stress, 
Satisfaction 
and Role 
Conflict 
Stratified 
random sample 
of 375 
consultants in 
Scotland. 
General 
physicians in 
England and 
Family 
physicians in 
Canada. 
GP's= 380 and 
FP's=131 
25-35 years 
aged female 
doctors in 
England, who 
were at a 
critical life 
stage. 
82 respondents. 
41= General 
practitioners 
41= Hospital 
doctors 
244 male and 
female doctors 
in dual-doctor 
partnership in 
NHS Scotland. 
166 female 
doctors; 
78 male doctors 
• Findings of the study revealed 
that professional work demands 
of consultants fell into three 
categories viz., clinical 
responsibility, demands on time, 
organizational constraints and 
personal constraints. 
• High positive response on 
perceived stress were found on 
the questions about demands on 
time, and organizational change 
• GP's were found to be more 
depressed, experiencii less job 
satisfaction, poorer mental health 
and significantly grea^ e^r pressure 
at work than their Canadian 
counterparts. 
• Alcohol consumption by CJP's 
was higher in comparison to 
Canadian FP's. 
• Hospital doctors and general 
practitioners are driven by different 
career considerations and they rind 
different aspects of the work 
environment stressful. 
• No significant differences 
were observed between HDs and 
GPs on mental health. Beth groups 
had better mental health 
• Males in dual-doctor partnerships 
perceived their job as more 
stressful and less satisfying than 
female doctors. 
• No significant association was 
found between work stress and 
satisfaction and any of ihe 
'workload' variables fov male 
doctors. 
• Female doctors working longer 
Newbury-Birch 
and Kamali 
(2001) 
Jain et al., 
(2002) 
Psychological 
stress, Anxiety, 
Depression, 
Job satisfaction 
and Personality 
characteristics 
Type A/B 
behavior, 
occupational 
Role Stress 
Preregistration 
house officers 
(junior doctors) 
in north east of 
England. 
109 respondents 
72 women; 
37 men. 
120 doctors and 
120 engineers 
in India. 
hours reported more work stress. 
• Study revealed that a significant 
proposition of preregistration 
house officers suffered from 
possible psychological stress and 
anxiety. 
• More women were also found to 
be suffering from possible 
depression than men. 
• Engineers with type -A and type-
B personality experienced 
significantly higher occupational 
Role Stress than their doctor 
counterparts. 
• No significant difference was 
found among engineers with type-
A and type-B personality. 
• Doctors with type-A personality 
were found to experience higher 
Role Stress than type-B doctors. 
Source: Prepared by the researcher 
1.1 Locus of Control (LOC) 
Locus of Control is used to describe individual's perceptions of the extent to which 
they have control over outcomes in their lives (Lefcourt et al., 1981). The construct is 
measured on a continuum from Internals (individuals who believe that they 
themselves control outcomes) to Externals (individuals who believe that the outside 
environment control outcomes) (Rotter, 1966). 
The research concerning Locus of Control has been rapidly evolving since Rotter's 
first article on the subject in 1966. Since then, numerous studies have been conducted 
regarding Loa<5 of Control (Dailey, 1980; Kasperson, 1982; Knoop, 1981). Fumham 
and Steele (1993) state that Locus of Control is conceived of as a belief that a 
response will, or will not, influence the attainment of reinforcement. Thus, Locus of 
Control is an individual's belief in his or her own ability to influence outcomes. 
Prominent theories have linked perceptions of control in various forms to employee 
well-being as well as other variable. For example, one of the most widely studied 
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model of job stress i.e. Karasek's demands-control stress model (1979), suggests that 
control at work buffers the impact of job stressors on well-being. 
2.2.1 Internal and External Locus of Control 
Literature reviews indicate that internals and externals differ in numerous »vays, 
particularly in terms of their cognitive activity and environmental mastery. Research 
supports the notion that intemality is associated with positive well-being both on and 
off the job. Studies have revealed that people with internal Locus of Control (ILOCs) 
have higher levels of perceived autonomy at work (Spector and O'Connell, 1994), are 
more motivated, involved and feel more able to participate in decision making than 
externals (Kimmons and Greenhaus, 1976). An investigation of the effects of Locus of 
Control and task complexity on task characteristics (Perrewe and Mizerski, 1987) 
reported that higher job enrichment was perceived by ILOCs on complex tasks and by 
ELOCs on simple tasks. In their meta-analysis on LOC in the working environment, 
Sorensen and Eby (2006) found that individuals with Internal Locus of Control 
reported higher levels of job motivation and have more positive social experieaces. 
Researchers have also noted that Externals are more likely to resort to the use of 
coercive power while Internals are more likely to use persuasive forms of powei (for 
example, Goodstadt and Hjelle, 1973; Mitchell et al., 1975). It has also been found 
that internals are more considerate supervisors and are more satisfied in a participative 
work environment (Hendricks, 1985; Licata et al., 1986; Mitchelle et a!., 1975; Pryer 
and Distefano, 1971; Runyon, 1973; Spector, 1988). Entrepreneurial behavior has also 
been related with Locus of Control in a number of studies (Begley and Boyd, 1987; 
Bowen and Hisrich, 1986; Brockhaus, 1975; Durand and Shea, 1974; Miller and 
Toulouse, 1986; Shapero, 1975; Taylor, 1985). The findings of these studies shewed 
that Internals are more actively oriented and are likely to possess entrepreneurial 
qualities (e.g. take risks). The beneficial effects of internal Locus of Control on \vell-
being has been studied in the areas of both work and general life (for example, Fiese, 
1989; Lefcourt et al., 1981; Ross and Mirowsky, 1989; Judge et al, 1998; Doef and 
Maes, 1999).Overall, Internals were found to have more favourable attitude, less 
dysfunctional behaviours and higher levels of performance on the job (Blau, l'>85: 
Fusilier et a l , 1987; Mia, 1987; Storms and Spector, 1987). 
Conversely externals have been shown to report more burnout (Glogow, 1986; 
Mclntyre, 1984), job dissatisfaction (Spector, 1982), stress (Halpin et al., 1985; 
Lester, 1982), alienation (Korman et al., 1981), and lower self-esteem (Lester, 1986). 
The sum of the findings of above mentioned studies suggests that Intemality plays a 
significant role in human development and purposeful living. Nevertheless, negative 
consequences of being internal have also been noted. For example, those who 
perceive their own abilities and actions as exclusively responsible for their failures are 
likely to be more stressed and may become more self-punitive (Mitchell et al., 1979). 
Numerous theories exist in literature which explains the fact what actually contributes 
to this personality construct (LOC) and its impact on various individual and 
organizational characteristics. Few among them are described in the following 
section: 
2.2.2 Locus of Control Theories 
Social learning theory 
The concept of Locus of Control is grounded in Rotter's social learning theory 
(Rotter 1954). 
Rotter's social learning theory can be represented as: NP = f (FM + NV) where NP is 
need potential, FM is freedom of movement, and NV is need valence. To paraphrase 
Rotter, the potential for a behavior leading to the satisfaction of a need (NP) is a joint 
fiinction of the expectancy that it will lead to reinforcement and the perceived value of 
the reinforcement. So the original concept of LOC was within the context of the 
expectation that reinforcement was under personal or environmental control. The 
reason why this dispositional-situational distinction is important is because it has 
implications for the stability and change of LOC over time. Expectancies are 
influenced by situational factors and are therefore changeable, whereas stable 
dispositions tend to be resistant to change across situations. 
It may be noted that there are several social learning approaches (including Bandura, 
1977; Mischel, 1973; Rotter et al., 1972; Strain 1993; Naiia 2001). Ail of them share 
the premise that learning takes place in a social context and that it is learning which 
accounts for human behavior. Social learning theories focus on behaviours that can be 
very discrete events or subtle things such as avoiding certain situations or behaving 
confidently (Phares, 1992) accounts for human behavior. As with most learning 
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approaches, the environment is seen as the major force shaping behavior. With proper 
control of the environment, the learning process may explain both the acquisition and 
modification of behavior (Phares, 1992). 
Attribution theory 
Another theory similar and often considered the same as Locus of Control is the 
"Attribution theory" by Bernard Weiner (1972). It is a theory about how leople 
explain things. No matter the cause, we have a strong need to understand and explain 
what is going on in our world. Because people must explain, it opens up some 
interesting influence possibilities (Bem, 1972). When we offer explanations about 
why things happened, we can give one of two types. One, we can make an external 
attribution. Two, we can make an internal attribution. An external attribution assigns 
causality to an outside agent or force. An external attribution claims that some o Jtside 
thing motivated the event. By contrast, an internal attribution assigns causality to 
factors within a person. Or as the sirmer would say, "F m guilty, grant me 
forgiveness." An internal attribution claims that the person was directly responsible 
for the event (Bem, 1972). The attribution theory and Locus of Control is so closely 
related that it is often considered to be the same concept. 
Figure 2.7 - Weiner's original attribution model 
STABILITY DIMENSION STABLE 
UNSTABLE 
LOCUS OF CAUSALITY 
INTERNAL 
ABILITY 
EFFORT 
EXTERNAL 
TASK DIFFICl 
LUCK 
Source: Weiner (1972) 
The locus of causality referred to in the figure relates to whether the indiviJvial 
perceives the cause of success or failure to lie with Internal (relating to oneselt) or 
External (environment/ situational) factors. 
These two theories are the predominant theories in the Locus of Control literature. 
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2.3 Locus of Control and Role Stress 
Locus of Control has been found as an antecedent of Role Stress (Organ and Green, 
1974; Cohen and Edwards, 1989; Kliewer & Sandier, 1992; Seifer et al., 1991; 
Cumins, 1989; Weigel et al., 1989; Cooper et al., 1994; Wilson et al., 1990). Although 
Keenan and McBain (1979) argued that there is a lack of conceptual support for this 
relationship, later researchers have proposed several explanations. For instance, Singh 
and Rhoads (1991) found that those with an internal Locus of Control experience less 
role ambiguity, since they tend to be better informed about their role and task 
environment. Similarly, Von-Emster and Harrison (1998) argued that 'Internals' have 
a greater sense of control over situations and as a result experience less role 
ambiguity. Other researchers (Parkes, 1994; Wheaton, 1983) have shown that Locus 
of Control moderated the relationship between stress and mental health. Kalbers and 
Fogarty (2005) found those with an Internal LOC are less likely to experience a high 
level of stress but those with an External LOC are more likely to be vulnerable to 
stress and are more likely to perceive certain events as stressful. In addition, these 
researchers concluded that external LOC has a significant negative influence on job 
stress and tends to reduce personal accomplishments and job performance. Cohen and 
Edwards (1989) concluded that Locus of Control is a personality characteristic that 
provides the most consistent and strongest evidence of stress moderation; in that case 
external Locus of Control acted as a vulnerability variable. 
Locus of Control has been found as an important construct for Stress Coping. 
Research has shown that individuals who are inclined to view events as more 
internally controllable tend to exhibit higher levels of coping self-efficacy, and 
increased use of problem-focused coping behavior (Chwalisz, 1992; Rahim, 1996). 
Conversely, an external Locus of Control has been found to be related to poor coping 
with stress, increased used of emotion-focused coping behavior and self-defeating 
personality styles (Folkman, 1984; Schill & Beyier, 1992). 
Besides relating Locus of Control with Role Stress, various studies exist in literature 
where Locus of Control has been related with other constructs. The brief of such 
constructs is given in the following section. 
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2.4 Locus of Control and Other Constructs 
LOC is often studied in a work-related environment and has been shown to relate to 
many work related outcomes. For example, job satisfaction (Blau, 1987; Organ and 
Green, 1974; Pryer and Distefano, 1971; Spector, 1988), work performance 
(Anderson and Schneier, 1978; Arnold, 1985; Avila and Fern, 1986; Colwill, 1987; 
Govindarajan, 1988; Govindrajan, 1999; HoUenbeck et al., 1988; Miller and 
Toulouse, 1986), work alienation (Mitchell, 1975; Seeman, 1967; Wolfe, 1972), 
organizational commitment (Luthans et al., 1987; Spector, 1988) , leadership styles 
(Fusilier et al, 1987; Govindarajan, 1989; HoUenbeck et al., 1988; Mia, 1987; Storms 
and Spector, 1987), levels of efficiency in the work (Place, 1979), productivity of 
employees (Johnson et al, 1984), Coping behaviours and levels of worry (Scott, 2010), 
job security (Peng et al., 2003) and work retirement ( Bradley and Web, 1976; Reid 
andZigler, 1981). 
Brien (1984) noted Rotter's (1975) warning that Locus of Control is likely to be most 
useful as a construct in organizational measures, when it is embedded in a theon that 
includes both situational and personality variables. In the light of this statemenf and 
the relationship oi Locus of Control with the constructs mentioned above, it may be 
noted that Locus of Control is an important variable to be studied. 
2.5 Locus of Control as a moderator variable 
Moderator variable is defined as a qualitative or quantitative variable that affects the 
direction/strength of the relation between an independent or predictor and a dependent 
or criterion variable (Barren and Kenney, 1986). 
Fig 2.8 Moderator Model 
Predictor Variable 
Moderator 
Predictor x Moderator 
Outcome Variable 
^ 
^ 
Source: Barren & Kennev, 1986 
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Locus of Control construct has been studied as a moderator function in various 
studies, for example, leader-member relations (Algattan, 1983; Awan, 2003; Awan et 
al., 2008; Goupil, 1985; Howell and Avolio, 1993; Leonard, 1992; Podsakofif et 
al.l984), leadership behaviors and faculty outcome (Awan, et al., 2011), contingent 
punishment and work-satisfaction relationship (Podsakkoff, 1984), job satisfaction 
and performance (Dailet, 1980; Brownell, 1981; Kasperson, 1982; Judge et al., 2003; 
Thoresen, 2003), task variability, task difficulty and job performance (Dailey, 1980), 
organizational Role Stress and managerial effectiveness (Srivastava, 2009; Rahim, 
1996; Daniels and Guppy, 1992), negative attitude and external Locus of Control 
(Kasperson, 1982), Internal Locus of Control and job skill variability and job 
feedback (Knoop, 1981), Locus of Control and self-efficacy (Judge et al., 1998), self-
reported performance feedback and personal sacrifice relationship (Tang et al., 1996), 
job satisfaction and worker productivity (Runyon, 1973; Kimmons and Greenhaus, 
1976; Abdel-Halim, 1980; Knoop, 1981; King et al., 1982; Perrewe, 1986; Spector 
and O'Conell, 1994), task complexity and perception of task characteristics (Perrewe 
and Mizerski, 1987). These studies have found the moderating effect of Locus of 
Control on various individual and organizational characteristics. 
2.6 Stress Coping 
Every day people experience situations that have the potential to be stressful. 
However, people react very differently to stressors. While some experience 
considerable distress when facing major challenges, others can flourish (Kobasa, 
1979). Once stress is identified, individuals have to cope with the stress. Coping has 
been defined as cognitive or behavioural efforts to master, reduce or tolerate the 
internal and/or external demands created by the stressfiil encounter (Folkman and 
Lazarus, 1980). In recent years, considerable attention has been paid to the search for 
coping resources that may reduce the impact of exposure to stressor. In fact the 
density of work on this question suggests that it may currently be the central 
analytical issue in stress research. In the literature, three general categories of coping 
behaviours have been widely discussed: Problem-focused, Emotion-focused (Lazarus 
and Folkman, 1984; Carver et al., 1989; Ben-Zur, 2005), and avoidant (Roth and 
Cohen, 1986) coping behaviours. Problem-focused coping behavior is expected to 
change the environment in ways that will decrease the possibility of the event 
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happening in the future. Emotion-focused coping behaviours reduce or eliminate the 
emotions related to or cued by a stressor (Carver et al., 1989). Other researchers (Roth 
and Cohen, 1986) while describing avoidant behaviours, suggests that Coping 
Behaviours are dichotomized i.e Approach (i.e. those that allow for appropriate 
action, including problem-focused and emotion-focused coping) and Avoidance (i.e. 
those that allow for movement away from threat in an effort to reduce stress) 
behaviours. 
Research suggests that problem-focused coping behaviours are related to increased 
physical and psychological well-being and to decreased stress. However, emotion-
focused coping behaviours often are related to increased distress and to more negative 
physical and psychological outcomes (Penley et al., 2002; Aldwin and Yancura, 
2004). It has also been pointed out that avoidant coping behaviours may be helpful in 
providing time to gamer personal resources in the initial phases of coping (Holahan 
and Moos, 1986); but it may also interfere with appropriate actions that could affect 
the nature of the stressful situation (Roth and Cohen, 1986). For example, if avoidant 
coping behaviours are used over a long period of time, psychological dysfunctior may 
occur as individuals fail to confront a crisis directly (Holahan and Moos, 1986). 
Two aspects of stress management have been described by Pareek (1993). One is the 
individual effort to manage stress at personal level, called. Coping. The second aie the 
efforts of the organization to manage stress among its employees, called. 
Organizational interventions. Both coping and organizational interventions may take 
a form oi Approaching (Effective) ov Avoidance (Dysfunctional) the stress situation. 
Eight coping strategies; viz. Impunitive, Intropunitive, Extrapunitive. Defer;sive, 
Impersistive, Intropersistive, Extrapersistive and Interpersistive have been proposed. 
First four strategies are avoidance strategies and next four are approach strategies. 
These strategies have been discussed in detail in Chapter 1 (Sec 1.5.4). 
Organizational interventions were also dealt in detail by Pareek (1993). He identified 
functional and dysfunctional strategies to manage different stressors al an 
organizational level. Table 2.4 outlines both the strategies. 
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Table 2.4 Dysfunctional and Functional Strategies 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
Role Stressors 
Inter Role Distance 
Role Stagnation 
Role Expectation conflict 
Role Erosion 
Role Overload 
Role Isolation 
Personal Inadequacy 
Self-Role Distance 
Role Ambiguity 
Resource Inadequacy 
Dysfunctional Strategies 
Role Partition, Role Elimination 
Role Fixation 
Role Taking 
Role Visibility 
Role Reduction 
Role Boundedness 
Role Shrinkage 
Role Rejection, Self-Rejection 
Role Prescription 
Role Atrophy 
Functional Strategies 
Role Negotiation 
Role Transition 
Role Making 
Role Development/ Enrichment 
Role Slimming 
Role Linkage 
Role Linkage 
Role Integration 
Role Clarification 
Resource Generation 
Source: Pareek 1993 
Functional and Dysfunctional strategies are likely to put differential effects on 
individual's adjustment and overall psychological health (Pareek, 1993). Other 
researchers believe that approach/ functional is effective when outcome measures 
were long term, whereas avoidance coping is effective when outcome measures were 
immediate or short term (Mullen and Suls, 1992, Roth and Cohen, 1986). 
Another predominant concern for job stress coping has been with the role of 
environmental coping resources such as social support (Dean and Lin, 1977; Gore 
1978; Lin et al, 1979; Pearlin et al., 1981; Turner, 1983; Aneshensel and Stone, 
1983); however, the issue is not restricted to the realm of social support. Other 
researchers suggest that personal coping resources may be essential in reducing the 
effects of stress (Kohn, 1972; Antonovsky, 1979; Kobasa et al., 1981; Lefcourt, 1981; 
Wheaton, 1983) or that particular behavior and cognitive strategies in coping may be 
important (Pearlinn and Schooler, 1978; Folkman and Lazarus, 1980; Billins and 
Moos, 1981; Pearlin et al., 1981). 
The target of the present research is the individual doctor- how doctors perceive and 
react to the work-environment and individual level differences (different LOC's) 
affect the stress and stress coping relationships. 
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2.7 Research Gaps 
Literature review helps identify certain research gaps. The major research gaps are 
listed below: 
• Up to the best of researcher's knowledge, there is no empirical study among doctors 
in hidian context, to show the results of interaction between Locus of Contro', Role 
Stress and Coping Styles. Therefore, a need was felt to explore the interaction effect 
between these three variables. 
• Limited research studies have been carried out on doctor's stress in Indian context. 
• Measures for coping with stress is an unexplored area, particularly in India. This 
study may add to the existing body of stress literature, specifically in Indian context. 
• Some studies were carried out to examine Role Stress among doctors in India but they 
have sample size limitations. 
• Less number of studies of stress on the basis of Specialization were found iiiring 
literature survey. Hence, a need was felt to make an attempt on those lines. 
• The present study is an attempt to investigate the nature and intensity of stress across 
geographical areas differing in their respective work environment. To the best of 
researcher's knowledge, such comparative study is the first of its kind. 
Summary 
This chapter provides the theoretical framework for studying the research problem. 
Various models of the research variables considered for the study have been 
presented. The constructs for Role Stress, Locus of Control and Coping Strategies 
were examined and relevant past studies on these research variables have been 
discussed. A brief summary of research gaps is also presented. 
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Chapter Three 
Research Methodology 
This chapter describes the need for study, research design, research objectives, and 
research variables, in the light of the proposed model for the study. Results of Pilot 
testing are also discussed. An overview of measurement tools, data collection and 
sampling technique used is presented. The chapter concludes with enumeration of 
data analytical methods and limitations of the study. 
3.1 Need for Study 
Role Stress is an inevitable aspect of organization's life performance. Many factors 
influence the stress levels of employees, one such factor is personality characteristic. 
One of the indicators of personality of an individual is Locus of Control. It has been 
observed after review of literature that internal Locus of Control reduces the Role 
Stress and facilitates the effective stress coping strategies. However, to the best of 
researcher's knowledge, there is no empirical study among doctors in Indian context, 
to show the results of interaction between LOC, Role Stress and Coping Styles. 
Therefore, a need was felt to explore the interaction effect between these three 
variables. 
Moreover, the job of a doctor is physically and emotionally demanding, making them 
more prone to stress. They can provide quality service to patients only when they are 
free from stress. Measures for coping with stress is an unexplored area, particularly in 
India, This study may add to the existing body of stress literature, specifically in 
Indian context. 
3.2 Research Design 
Clarke and Dawson (1999) as well as Babbie and Mouton (2006) explain that research 
design is actually a research plan, which can be used as an architectural blueprint of 
the research study. The research design could therefore be identified as a checklist, 
which contains all the research process items needed to carry out a useful research 
project, for example, the population, sample, data collection method, data analysis and 
interpretation. Every step that is a part of the research will be described in the research 
desigil (Creswell, 1994). 
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The current research is descriptive in nature. The research design of the present study 
comprises of one independent variable (Coping Styles), one moderating variable 
(Locus of Control) and one dependent variable (Role Stress). It aims to understand the 
moderating effect of Locus of Control on Role Stress and Coping Styles. 
Demographics included to test in the study are: gender, experience and specialiiation. 
Primary quantitative data by questionnaire method was generated for the purpose of 
the study to empirically test the hypotheses and fulfil the research objectives. 
Although previously used research instruments were employed for the study, but their 
validity and reliability aspect was checked in pilot testing. 
Figure 3.1 depicts the flow chart detailing key steps employed for the present study 
Fig. 3.1: Flow Chart 
Identification of research variables 
'' 
Selection of respondent group (i.e.. Doctors) 
'' 
Formulation of Research objectives, hypotheses and model for 
the study 
>-
1 ' 
Questionnaires sourced 
T ' 
Pilot testing (reliability & validity check of the standard 
instruments) 
1 
Questionnaires filled after slight modifications 
" 
Data collection from doctors of government hospitals 
1 r 
Analysis and Interpretation 
—> 
> 
> 
1 
1 
1 
- N 
^ 
Source: Prepared by the Researcher 
3.3 Research Variables 
3.3.1 Dependent Variable (Organizational Role Stress) 
Organizational Role Stress (ORS) forms our basic Dependent variable. ORS occurs 
due to 10 variables namely; Inter Role Distance (IRD), Role Stagnation (RS), Role 
Expectation Conflict (REC), Role Erosion (RE), Role Overload (RO), Role Isolation 
(RI), Personal Inadequacy (Pin), Self-Role Distance (SRD), Role Ambiguity (RA), 
Resource Inadequacy (RIn). fPareek, 1986J 
3.3.2 Independent Variable (Coping styles) 
Independent variable for the study is Coping Styles (CS). Two types of coping styles 
viz.. Approach or Effective coping and Avoidance or Ineffective coping, were 
considered for the present study. They were further sub-divided into four categories 
each. (Pareek, 1986) 
Approach Coping Strategies include following styles of coping: Impersistive (m), 
Intropersistive (i), Extrapersistive (e) and Interpersistive (n). 
Avoidance Coping Strategies include: Impunitive (M), Intropunitive (I), Extrapunitive 
(E), and Defensive (D). 
3.3.3 Moderating Variable (Locus of Control) 
An important variable in the present study is a moderating variable, "Locus of 
Control". LOC is divided into two dimensions viz.. Internal Locus of Control (ILOC) 
and External Locus of Control (ELOC). Extemal Locus of Control was further sub 
divided into two types: Externality (others) and Externality (Chance). 
Moderator variable is defined as a qualitative or quantitative variable that affects the 
direction/strength of the relation between an independent or predictor and a dependent 
or criterion variable (Barron and Kenney, 1986). According to the moderation 
perspective, the impact that an independent (predictor) variable has on a dependent 
variable (criterion) is determined by the level of a third variable, termed as 
"moderator". The interactive effect between the predictor and the contextual variable 
(i.e. the moderator variable) is the primary determinant of the criterion variable. 
In a fonnal relationship (Z) is a moderator, if the relationship between two (or more) 
variables, say "X" and "Y", is a function of the level of "Z". 
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The following is the mathematical representation: 
y = fx (X, Z, XxZ) 
Fig 3.2 Moderator Model 
««*' 
Predictor Variable 
Moderator Variable 
Predictor x Moderator 
Outcome Variable 
(Y) 
V J 
Source: Barron & Kenney, 1986 
In our research context, the moderating variable is LOC 
Pi Coping styles (CS) 
Locus of Control 
CS X LOC 
Organizational 
Role Stress (ORS) 
The review of literature suggests that LOC is an important construct in Role Stress 
studies. A large number of studies have been carried out on "moderating effec s of 
LOC on Role Stress and other organizational aspects (see details in chapter 2). The 
present study is an attempt to explore the interactive effect of I O C and Coping sivies 
on Role Stress. The basic tenet that differentiates independent variable from 
moderator variable is that for an independent variable, the concern is with the d rcct 
relationship of independent variable with dependent variable; whereas, ft r a 
moderator variable the concern is with their interaction effect on that relationship. 
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In this context, LOC is therefore, studied as a moderator variable in the present study. 
If moderator variable (LOC) would not have been in our study, our research would 
have limited to the relationship between independent variable (Coping Styles) and 
dependent variable (Role Stress). 
CS ^ ORS 
Introduction of moderator variable (LOC) helped us to broaden the scope of our study 
and draw more comprehensive results for dependent variable i.e. Role Stress, by 
exploring the interaction oi Coping Styles and LOC. 
CSxLOC ^ ORS 
We may conclude from the above discussion that the relationship between Coping 
Styles and Role Stress change under different conditions. That condition in the present 
study is a moderator variable, LOC 
Moreover, introduction of LOC categorized the doctors into 3 groups viz., doctors 
with Internal Locus of Control, doctors with External Locus of Control (Others) and 
doctors with External Locus of Control (Chance). Without LOC, results would have 
been drawn for doctors as a single respondent group, for example, doctors in general 
make use of a particular Coping Styles (Avoidance or Approach). However, LOC is 
expected to provide a greater insight into the study and drawing of in-depth results 
based on type of control a group of doctors' manifest. 
Details of all the three variables viz., independent, dependent and moderating 
variables has already been discussed in detail in first chapter. 
3.4 Objectives of the Study 
The aim of the study is 
• To explore the moderating effect oi Locus of Control on Coping Styles and Role 
Stress and to identify the sources of Role Stress, their severity and coping 
strategies among doctors. 
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Based on this, following specific research objectives were formulated: 
• To investigate the nature and quantum of Role Stress among doctors. 
• To identify the specific stressors causing stress in doctors. 
• To explore the differences, if any, in the nature and quantum of Role Stress in 
doctors working in two different environments. 
• To explore the variation of Role Stress among doctors across demographic 
variables viz., age, gender, experience and specialization. 
• To investigate the various Role Stress coping styles for doctors. 
• To explore the relationship between Locus of Control and 
• To propose the remedial measures for the management of stress. 
3.5 Hypotheses Formulation 
This section is based on the following premises. Adequate understanding cf the 
problem under study requires a researcher to choose the significant and relevant facts 
among complexity of observed events. These facts must show the essential 
relationship between various elements, and may fall on previous experiences, 
researcher's own or that of other's. The job of the researcher is to single out those 
factors that are known to have explained similar situations in the past. On the basis of 
these observations disciplined imagination and creative thinking, which provide at 
least fractional insight, and some formulated theoretical framework. 
These processes are in reality the guiding lines in exploration. Without a working 
hypothesis the explorer would find it difficult and time-consuming to make adequate 
discriminations in the complex interplay of factors before him. The hypothesis guides 
the researcher in the selection of pertinent facts needed to explain the problem at 
hand. It also saves him from becoming lost in the welter of irrelevancies. 
Bales (1950) listed the following pertinent questions which should be asked abmit 
hypotheses before they are adopted for testing. These questions are presented in a 
flow chart below: 
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Fig.3.3: Requisites of Hypothesis 
/ • 
Are the terms empirically specific, so that the concepts or variables can be 
distinguished in concrete situations? 
\' 
Is the posited relationship between variables such that it could be verified or 
nullified by means of empirical operations? 
Y 
Is there any prior evidence as to the truth or falseness of the posited relationship? 
\ ' 
Can an appropriate study design be devised? 
N / 
Are the generalizations culture-bound (e.g. Valid only at one place), or can they be 
also applied realistically? 
> 
) 
Source: Bales (1950) 
In line with the above premises, the following section is an attempt to explore and 
present the researched relationships between the chosen variables as documented by 
the available literature. 
In the previous chapter a review of Stress and its models, Locus of Control and 
Coping Styles in the context of organizations has been presented. The hypotheses for 
the present study have been crystallized based on relationships explored among 
variables under consideration. Details of various hypotheses are presented in the 
following section. 
58 
3.5.1 Role Stress among Male and Female Doctors 
Women's participation in the workforce in the past few decades has captured the 
attention of organizational scholars and practitioners. Associated with this is the 
increased interest among researchers on the topic of gender differences in va-ious 
organizational behavior topics such as motivation, career achievement, vocational 
choices and job satisfaction. Some research has also been conducted in the area of 
gender differences in occupational stress (Jick and Mitz, 1985; Baruch et al., 1987; 
Martocchio and Leary, 1981; Donald and Korabik, 1991). 
Consequently, it has been found that stress and depression levels of female doctors are 
considerably higher (Firth-Cozens, 1987; Banks and Jackson, 1982), have h gher 
suicide rates of up to four times those of their male counterparts (Pitts et al., 1961). It 
has also been seen that female doctors were one and a half times more likely io be 
classified as depressed and eight times more likely to be severely depressed (Hsu and 
Marshal, 1987). Although higher levels of occupational stress have been reported in 
females generally, however, some studies didn't show any difference among the two 
(Martocchio and Leary, 1989). 
Keeping in view the above studies, following hypothesis was framed: 
Hj : There is a significant difference between the levels of Role Stress among male 
and female doctors. 
3.5.2 Role Stress among Doctors across Various Experience Groups 
Levels of stress among doctors vary with age and experience. It has been found that 
symptoms of stress, depression, depersonalization and decreased senst of 
accomplishment are high in junior doctors (Firth-Cozens, 1987; Hsu and Marshal, 
1987; Hurwit et al, 1987; Leiter, 2001; Chopra et al, 2004). The findings of these 
studies revealed that the training demands, working conditions of internship and 
residency training were the sources of stress among younger doctors. These findings 
were supported by the studies carried out in specialists, for example, surgeons 
(Campbell et al., 2001), psychiatrists (Benbow and Jolly, 2002), physicians (Lloyd. 
1994). All these studies reported higher levels of burnout in younger doctos in 
comparison to their older counterparts. There are contradictory findings as -veil. 
where senior doctors were shown to exhibit symptoms of burnout (Johns and OsolT. 
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2005). In addition to the above mentioned hypotheses, the researcher came across few 
of the studies where stress in male and female doctors was studied across different age 
groups and specializations. For example, junior doctors were shown to exhibit 
symptoms of stress and depression. These findings were true for both men and 
women. (Firth-Cozens, 1987; Hsu and Marshal, 1987). 
The following hypothesis has been formulated on the basis of above studies. 
H2: There is a significant difference between the levels of Role Stress among doctors 
across various experience groups. 
3.5.3 Role Stress among Doctors across Different Specializations 
In the western world, special attention has been paid to specialist doctors. Literature is 
replete with such studies where stress among doctors has been studied on the basis of 
their respective specializations, for example, anaesthesiologists (Jessie and Leak, 
2001; Morals, 2006), physicians (Visser et al., 2003; Grassi and Magnani, 2003), 
psychiatrists (Benbow and Jolly, 2002). These studies showed different levels and 
sources of stress across specializations. 
A study across different specializations of doctors viz, gynaecologists, surgeons and 
ophthalmologists, revealed that stress among doctors vary with their respective 
specializations (Hussain and Singh, 2001). The findings of the study showed that 
gynaecologists and surgeons were more stressed than ophthalmologists. 
Taking a clue from above mentioned studies, following hypothesis has been 
formulated for the present study. 
H3: There is a significant difference between the levels of Role Stress among doctors 
across different specializations. 
3.5.4 Role Stress among Doctors across Different Geographical Areas 
Comparative studies on occupational stress have been conducted to identify the 
differences in stress levels and to understand the sources of stress levels across 
different geographical areas. For example, comparative study on work place stress 
between general practitioners in England and family physicians in Canada (Rout and 
Rout, 1997), Occupational stress among surgeons of different states of Brazil 
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(Cameiro, 2009), quality of life among medical professionals in two different 
provinces in China (Wei Zhu, 2010). The findings of the study revealed that doctors 
in England were more stressed than Canadian doctors. Similarly, a study on Role 
Stress (Jain et al., 2002) was conducted in India in which the respondent group was 
from Indore, Mhow, Nagda, Nagpur, Jabalpur and Bhopal. These studies revealed 
significant differences in Role Stress among doctors of different geographical areas 
The following hypothesis was formulated in line with the above studies. 
H4: There is a significant difference between the levels of Role Stress among doctors 
in two different environments viz., disturbed ambience (central Kashmir) and 
peaceful ambience (western U.P). 
3.5.5 Locus of Control among Doctors across Gender 
Based on the researcher's intuition following hypotheses regarding the Loci^s of 
Control variable was formulated. 
Hs: There is a significant difference in Locus of Control variables between male and 
female doctors. 
3.5.6 Locus of Control among Doctors across Geographical Areas 
Hs: There is a significant difference in Locus of Control variables between doctors of 
two geographical areas. 
3.5.7 Coping Strategies among Male and Female Doctors 
When gender is addressed it tends to be as an afterthought rather than as a critical 
variable which is built into the research design. This omission in research must be 
seen against a backdrop in which women in medicine can be found in rapidly 
increasing numbers (White et al., 1997). A study noted that working women are 
affected by stressors which are common to both genders, but also others whicli are 
unique to women (Hendrix et al., 1994). Researchers also believe that the mode of 
stress coping differ between gender. 
It has been reported by number of studies that female doctors showed positive signs 
of mental well-being in comparison to their male counterparts. The reason assigmd to 
the mentioned fact is that females are socialized to express emotions and seek social 
support (Sutherland and Cooper, 1993; Ptacek et al., 1994). In another study (Font, 
1991) the administration of emotion focused strategy by female doctors was not 
proved. However, the same study found that the male doctors use avoidance coping 
more than females. 
In line with the above studies following hypothesis for the present study has been 
framed: 
H7: There is a significant difference in the adoption of Coping Styles between male 
and female doctors. 
3.5.8 Coping Strategies across Geographical areas 
Hg: There is a significant difference in the adoption of Coping Styles between doctors 
of two geographical areas. 
3.5.9 Relationship between Role Stress, Internal Locus of Control and Coping 
Styles 
Research supports the notion that intemality is associated with positive well-being 
both on and off the job. It has been found that people with Internal Locus of Control 
experience less role ambiguity (Singh and Rhoads, 1991), and are less likely to 
experience high stress levels (Kalbers and Fogarty, 2005). Various other studies 
reported that individuals who are inclined to view events as more internally 
controllable tend to exhibit higher levels of coping self-efficacy, and increased use of 
problem focused coping behavior (Chwalisz, 1992; Rahim, 1996). Problem focused 
coping behavior given by Lazarus (1984) is almost similar to approach/ftinctional 
coping strategy given by Pareek (1986). 
In line with the studies mentioned, following set of six hypotheses have been 
formulated. 
H9: Doctors with internal Locus of Control exhibit low levels o^ Role Stress. 
Hio.i: Doctors with internal Locus of Control will adopt Impersistive coping style. 
Hio.2: Doctors with internal Locus of Control will adopt Intropersistive coping style. 
Hioj: Doctors with internal Locus of Control will adopt jE'xrrapersistive coping style. 
Hio.4: Doctors with internal Locus of Control will adopt Interpersistive coping style. 
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3.5.10 Relationship between Role Stress, External Locus of Control and Coping 
Styles 
People with external Locus of Control have been shown to report high levels of stress 
(Lester, 1982; Halpin et al., 1985; Kalbers and Fogarty, 2005), more burnout (Mc 
hityre, 1984, Glogow, 1986), and lower self-esteem (lester, 1986). It has also been 
reported that externals act as a vulnerability variable in Locus of Control and stress 
moderation relationships (Cohen and Edwards, 1989). Externals were related with 
poor styles of stress coping, increased use of emotion focused coping (similar to 
Pareek's avoidance/dysfunctional coping, 1986) and defeating personality styles 
(Folkman, 1984; Schill and Beyler, 1992). 
On the basis of above studies, following set of eleven hypotheses have 5een 
formulated. 
Hii: Doctors with external Locus of Control exhibit high levels of Role Stress. 
H12.1: Doctors with external Locus of Control (O) will adopt Impunitive coping style. 
Hi2.2: Doctors with external Locus of Control (O) will adopt Intropunitive copmg 
style. 
Hi2j: Doctors with external Locus of Control (O) will adopt Extrapunitive coping 
style. 
Hi2.4: Doctors with external Locus of Control (O) will adopt Defensive coping style. 
Hi2.5: Doctors with external Locus of Control (C) will adopt Impunitive coping style. 
H12.6: Doctors with external Locus of Control (C) will adopt Intropunitive copmg 
style. 
Hi2.7: Doctors with external Locus of Control (C) will adopt Extrapunitive copmg 
style. 
H12.8: Doctors with external Locus of Control (C) will adopt Defensive coping styli;. 
3.5.11 Locus of Control as moderator of Role Stress and coping styles 
Locus of Control has been found as an antecedent of Role Stress (Organ and Giecn, 
1974; Kliewer and Sandier, 1992; Wilson et al., 1990). It has also been reported that 
LOC is a personality characteristic that provides the most consistent and strongest 
evidence of stress moderation (Cohen and Edwards, 1959). LOC has showi, its 
moderating effects on stress and mental health (Parkes, 1994; Wheaton. 198/5). 
Numerous studies have found relationship between Locus of Control and sinss 
coping strategies (Chwalisz, 1992; Rahim, 1996; Folkman, 1984; Schill and Beyler, 
1992). 
Following hypotheses are based upon the above discussion on relationship between 
Locus of Control and Role Stress. 
Hu: Internal Locus of Control (ILOC) moderates the relationship between Coping 
Styles and Role Stress, such that: 
Hi3A: Avoidance Coping Styles adopted by doctors having high ILOC exhibit higher 
levels of Stress. 
Hi3.2: Approach Coping Styles adopted by doctors with high ILOC exhibit lower 
levels of Stress. 
Hi3.3: Avoidance Coping Styles adopted by doctors having medium ILOC exhibit 
lower levels of Stress. 
Hi3.4: Approach Coping Styles adopted by doctors having medium level of ILOC 
exhibit lower levels of Stress. 
Ili3.5: Avoidance Coping Styles adopted by doctors having low levels of ILOC exhibit 
higher levels of Stress. 
Hi3.6: Approach Coping Styles adopted by doctors with low ILOC exhibit higher 
levels of Stress. 
Hi4: External Locus of Control (Others) [ELOC-0] moderates the relationship 
between coping strategies and Role Stress, such that: 
Hi4.i: Avoidance Coping Styles adopted by doctors having high ELOC (O) exhibit 
higher levels of Stress. 
Hi4.2: Approach Coping Styles adopted by doctors with high ELOC (O) exhibit lower 
levels of Stress. 
Hi4.3: Avoidance Coping Styles adopted by doctors with medium ELOC (O) exhibit 
higher levels of Stress. 
Iii4.4: Approach Coping Styles adopted by doctors having medium level of ELOC (O) 
exhibit lower levels of Stress. 
Hi4.5: Avoidance Coping Styles adopted by doctors having low levels of ELOC (O) 
exhibit higher levels of Stress. 
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Hi4.6: Approach Coping Styles adopted by doctors with low ELOC (O) exhibit higher 
levels of S'/re^ .^ 
Hu: External Locus of Control (Chance) [ELOC-C] moderates the relationship 
between coping strategies and Role Stress, such that: 
H15.1: Avoidance Coping Styles adopted by doctors having high level of ELOC (C) 
exhibit higher levels of Stress. 
Uis.2: Approach Coping Styles adopted by doctors with high ELOC (C) exhibit lower 
levels of iS'/re.v.v. 
Hi5.3: Avoidance Coping Styles adopted by doctors with medium ELOC (C) exhibit 
higher levels of ^ ^re^ .^ 
tiisA: Approach Coping Styles adopted by doctors having medium level of ELOC (C) 
exhibit lower levels of Stress. 
Hi5.5: Avoidance Coping Styles adopted by doctors having low levels of ELOC (C) 
exhibit higher levels of Stress. 
H15.6: Approach Coping Styles adopted by doctors with low ELOC (C) exhibit higher 
\Q\e\s of Stress. 
Formulation of hypotheses for the present study has been derived from past literature. 
A total of 15 main hypotheses have been formulated. These hypotheses may help to 
provide the definite point to inquiry and may also help in establishing direction in 
which to proceed in a given study. 
3.6 Proposed Model for the Study 
One of the research objectives is to develop a conceptual model depicting the 
relationships between the research variables i.e. Coping Strategies, Locus of Control 
and Role Stress. Fig 3.4 below presents the conceptual model specifymg the 
relationships among the research variables. 
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Fig 3.4 Proposed Model of the study 
Inter Role Distance 
Role Stagnation 
Role Exp conflict 
Role Erosion 
Role Overload 
Role Isolation 
Personal Inadequacy 
Self Role Distance 
Role Ambiguity 
Resource Inadequacy 
The intuition driving the model is that people with internal Locus of Control can 
better cope with Stress and tend to be more adaptive to Approach Coping Styles. 
The reason for carrying out the proposed model for the present study is to find out 
whether Memal Locus of Control alleviate/mitigate the Approach Coping Styles and 
external Locus of Control exacerbate it. 
Moreover, the study is conducted among doctors in India. To the best of researcher's 
knowledge, this is maiden endeavour. In accordance with the findings of the study, 
measures to cope with Role Stress among doctors may be suggested. 
66 
3.7 Measurement Tools 
3.7.1 Measuring Role Stress (ORS) 
The organizational Role Stress (ORS) scale by Pareek (1986) is used in the present 
study to measure 10 Role Stressors. ORS is a 5- point scale (0 to 4) containing 5 terns 
for each Role Stressor and a total of 50 statements. Thus, the total score on each Role 
Stressor range from 0-20. 
Distribution of items in ORS 
Each of the ten factors/stressors in ORS is represented by a group of 5 items for 
example, 
Table - 3.1: Distribution of items in ORS 
S no. of Items in the 
instrument 
1,11,21,31,41 
2, 12,22,32,42 
3, 13,23,33,43 
4, 14,24,34,44 
5, 15,25,35,45 
6, 16,26,36,46 
7, 17,27,37,47 
8, 18,28,38,48 
9, 19,29,39,49 
10, 20,30,40,50 
Stressor/ Factor 
Inter Role Distance (IRD) 
Role Stagnation (RS) 
Role Expectation Conflict (RE(]) 
Role Erosion (RE) 
Role Overload (RO) 
Role Isolation (Rl) 
Personal Inadequacy (PI) 
Self-Role Distance (SRD) 
Role Ambiguity (RA) 
Resource Inadequacy (RIn) 
Source: Pareek, 1986 
The score of each Role Stressor is calculated by adding up the scores of respective 
items representing that stressor. Overall Role Stress level (ORS) is calculated by 
adding the scores of various stressors. ORS scale has been widely used in 
organizational research, for example, Ahmad et ai, 1985; Beehr and Gupta, 1 >V9; 
Bhatnagar and Bose, 1985; Das, 1991; Dwivedi, 1995; Downs et al, 1990: Gupta, 
1989; Pestonjee, 1987; Pestonjee and Singh, 1987; Rajgopalan and KhandeUal. 
1988; Srinivasan and Anantharaman, 1988; Srivastava, 1991; Srivastava, l')93; 
Srivastav, 1995; Surti and Sarupria, 1981, to name a few. In all these studies the scale 
exhibited an acceptable reliability and validity. The reliability of the scale was found 
to fall in a range between 0.76-0.98. 
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3.7.2 Measuring Locus of Control 
Loco inventory given by Levenson (1972), Pareek (1998) has been employed for 
collecting data for the present study. The Loco inventory is a 5-point scale. It has total 
of 30 items, 10 items each for intemality, externality (others), and externality (luck). 
Scores on each of the three dimensions of Locus of Control (Intemality, Externality-C 
and Extemality-0) is totalled, this ranges from 0 to 40 for each. 
Distribution of items in loco inventory 
Loco inventory attempts to establish a relationship between Locus of Control and 
seven areas- General, Success or Effectiveness, Influence, Acceptability, Career, 
Advancement, and Rewards. All the 30 loco inventory items are represented by these 
seven areas, divided according to Intemality, Externality (Others) and Externality 
(Chance). 
Table - 3.2: Distribution of items in Locus of Control Inventory 
S.no. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
Categories 
General 
Success/ Effectiveness 
Influence 
Acceptability 
Career 
Advancement 
Rewards 
Intemality (I) 
1,27 
3, 10, 16 
28 
25 
2 
23 
20 
Externality others 
(O) 
4,30 
6, 19,22 
17 
29 
5 
11 
15 
Externality chance 
(C) 
7,24 
9, 13,21 
26 
18 
8 
14 
12 
Source: Pareek (1998) 
The loco inventory norms are given below: 
Table - 3.3: Norm's table- Loco Inventory 
S.no. 
1 
2 
3 
Variables 
Intemality (I) 
Externality Others (0) 
Externality Chance (C) 
Mean 
28 
24 
15 
Standard 
Deviation 
5 
5 
5 
Source: Pareek (1998) 
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The mean calculated from the responses is compared with the given norms, to find out 
the deviation of the sample size from the norm. A deviation -2.5 to +2.5 from the 
mean is acceptable. 
This scale has also been used in numerous studies, for example, Baumgartel et al, 
(1985), Mehta (1988) Surti (1982), Charms (1979), Sen (1982), to name a few The 
inventory was foimd reliable in all the mentioned studies. 
3.7.3 Measuring Coping Styles (Role Pics) 
Role Pics instrument proposed by Pareek (1968) is used for the present study. Role 
Pics is a semi-projective (Pics) instrument for assessing a respondent's sty e or 
strategy to cope with Role Stress. This measurement tool is used to assess coping 
styles in relation to organizational roles. In this instrument some situations are given 
in which a role occupant is involved in conversation with another person, and either 
of them makes a statement about the Role Stress situation. These situations are 
depicted in cartoon-like pictures. A respondent is required to write down hov the 
person, to whom a statement has been made, would respond. It is presumed that the 
responses will be projective expression of the way the respondent himself would cope 
with a particular stress. Role Pics instrument describes two major coping styles viz., 
Avoidance and Approach, each style further divided in four styles as shown below : 
Table - 3.4: Coping strategies 
S. no. 
1 
2 
3 
4 
Approach Coping Strategies 
Impersistive (m) 
Intropersistive (i) 
Extrapersistive (e) 
Inteqjersistive (n) 
Avoidance Coping Strategies 
Impunitive (M) 
Intropunitive (I) 
Extrapunitive (E) 
Defensive (D) 
Source: Pareek (1963) 
These coping strategies are measured by total number of 24 situations in the 
questionnaire. 
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3.8 Pilot Study 
In line with the recommendations of Malhotra, 2005, a pilot study was carried out 
before administering the final questionnaire. Data for pilot testing was collected 
through area cluster sampling. Total number of 97 doctors from both the regions filled 
the quesfiormaire. Data was collected from May 2010-June 2010. 
The main aim of the pilot study was to confirm the respondent's ease of 
understanding questions. The respondents suggested minor changes in the "Role Pics" 
questionnaire. The changes were made which helped the respondents in understanding 
the questionnaire more easily. 
To be able to draw valid inferences from the research, measures of variables should 
have validity and reliability (Cronbach, 1951; Nunnally, 1978). As standard 
questionnaires were used for the purpose of collecting data, their reliability and 
validity has already been tested by respective researchers viz., Pareek (1986), Das, 
(1991); Dwivedi (1995), Rajgopalan and Khandelwal (1988), Surti (1982). However, 
the validity and reliability of the research instruments were also dealt in the current 
study. In the pilot study, reliability scores ranged from 0.79 to 0.87, which falls within 
the acceptable range (i.e. 0.7 proposed by Nunnally, 1978). So the questionnaires 
were fit for collecting the final data. Validity and reliability aspect is dealt in detail in 
the subsequent section. 
3.9 Data Collection and Sample for final study 
The sampling method for the present study includes Area/ geographical Cluster 
convenient Sampling. In this technique, the total population was divided into two 
geographical areas viz. Central Kashmir and Western U.P. Further, the doctors from 
both areas were divided into six groups/clusters based on their Specializations viz; 
Physicians, Surgeons, Paediatricians, Gynaecologists, Anaesthetists and Dentists. 
The profession of the doctor being one of the busy professions so these specialists 
were approached on the basis of the convenience. 
Data collection was done over a period of five months from mid-August, 2011 to mid-
January, 2012. The researcher visited the hospitals and handed over the questionnaire 
to the concerned doctors in person. At most of the occasions, questionnaires were 
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filled in presence of the researcher. While filling up the questionnaires, many doctors 
shared their work experiences with the researcher. This helped the researcher to have 
a deeper insight into the problem/stress faced by government doctors and the mode of 
coping they adopt. 
Questionnaire was administered on 500 male and female doctors, approached through 
area cluster sampling at 3 main government hospitals in Central Kashmir and five in 
Western U.P. 381 filled questionnaires were received, out of which only 334 were 
found complete in all respects. These were found fit for analysis, making it a response 
rate of 66.8 °'^°. Such response rate is considered to be satisfactory for this tyj-te of 
sampling frame. The profile of respondents is presented below in table (3.5). 
Table 3.5: Sampling Profile of Doctors 
Demographics 
Gender 
Experience 
(in years) 
Specialization 
Male 
Female 
Less than 5 yr's 
5- 15 
16-25 
26 & above 
Physicians 
Surgeons 
Paediatricians 
Gynaecologists 
Anaesthetists 
Dentists 
Overall 
No. 
182 
152 
104 
100 
68 
62 
72 
67 
54 
49 
46 
46 
%ag 
e 
54.5 
45.5 
31.1 
29.9 
20.4 
18.6 
21.6 
20.1 
16.2 
14.7 
13.8 
13,8 
Total 
334 
334 
334 
Peaceful 
ambience 
(Western U.P) 
No. 
86 
72 
53 
53 
28 
24 
31 
41 
22 
20 
18 
26 
%age 
54.4 
45.6 
33.5 
33.5 
17.7 
15,2 
19,6 
25.9 
13,9 
12,7 
11,4 
16,5 
Total 
158 
158 
158 
Disturbed 
ambience 
(Central 
Kashmir) 
No. 
96 
80 
51 
47 
40 
38 
41 
26 
32 
29 
28 
20 
%age 
54,5 
45,5 
29,0 
26,7 
22,7 
21,6 
23,3 
14,8 
18,2 
16,5 
15,9 
11,4 
Total 
176 
176 
176 
To sum up we can note that the above respondents filled up the following 
information: 
1. Demographic details i.e., age, experience, gender, specialization 
2. Organizational Role Stress (ORS) scale by Udai Pareek (1986) 
3. Loco inventory (LOCO) by Levenson (1974), Udai Pareek (1998) 
4. Role pics questionnaire by Udai Pareek (1968) 
3.10 Data Sources 
Primary as well as secondary data sources have been used for this study. The primary 
data for this study has been collected from doctors belonging to government hospitals. 
The mode of data collection from primary sources has been discussed in detail in 
section 3.6. For secondary data sources, various studies related to the three variables 
of the study were scanned in various libraries and electronic databases. Major part of 
the secondary data has been collected from the electronic databases of Indian Institute 
of Technology, Delhi, Aligarh Muslim University, and Indian Institute of Technology, 
Kharagpur. The electronic databases that were accessible to the researcher include; 
Emerald, Science Direct, Springer, Taylor and Francis etc. The hard copies of few 
reputed journals like, Vikalpa, Harvard Business Review etc. have been accessed 
from Seminar Library of the Department of Business Administration, AMU, Aligarh. 
3.11 Data Entry, Checking and Editing for the final study 
After completion of the questionnaires, a thorough procedure to clean the data was 
followed. Some questionnaires with missing responses or wrongly filled (same 
number assigned to all the responses) were discarded. All the data was coded and 
entered in the SPSS package for further analysis. 
3.12 Analysis for the final study 
3.12.1 Reliability and Validity Analysis of the Instruments 
To be able to draw valid inferences from the research, measures of variables should 
have validity and reliability (Cronbach, 1951; Nunnally, 1978). Validity of a 
measurement instrument refers how well it captures what it is designed to measure 
(Rosenthal & Rosnow, 1984). Validity is important in descriptive studies; if the 
validity of the main variables is poor; we may need thousands rather than hundreds of 
subjects. Since all the scales used in the present study are well- known scales and used 
in number of studies, the validity of the scales has been well established. 
Reliability deals with how consistently similar measures produce similar results 
(Rosenthal & Rosnow, ] 984) and has two dimensions of repeatability and internal 
consistency. Internal consistency refers to the ability of a scale item to correlate with 
other items in the scale that are intended to measure the same constmct. Items 
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measuring the same construct are expected to be positively correlated with each other. 
A common measure of internal consistency of a measurement instrument is 
Cronbach's alpha (Cronbach, 1951). Coefficient alpha seems to be most popular 
because, unlike other measures (e.g., Spearman-Brown), it takes into account the 
effect of each item in estimating the overall reliability (Fried & Ferris, 1987) The 
scale is considered reliable in measuring the construct if the Cronbach's alpha value is 
greater than 0.7 (Nunnally, 1978; Leedy, 1997; Hair et al., 1998). Therefore, for the 
present study, the reliability of the different measures was estimated using Cronbach's 
coefficient alpha. 
In this research, multi item scales were used to measure the three variables namely; 
Organizational Role Stress (ORS), Locus of Control (Loco Inventory) and Coping 
Styles (Role Pics). 
Organizational Role Stress (ORS): The following table 4.6 provides the SPSS output 
(Cronbach alpha value) for the reliability statistics of ORS scale and ten dimensions 
of ORS Viz. Inter Role Distance (IRD), Role Stagnation (RS), Role Expectation 
Conflict (REC), Role Erosion (RE), Role Overload (RO), Role Isolation (RJ). 
Personal Inadequacy (PI), Self-Role Distance (SRD), Role Ambiguity (114), Resource 
Inadequacy (RIn). 
Table 3.6 Cronbach's Alpha Value: ORS and its dimensions 
ORS 
Inter Role Distance 
Role Stagnation 
Role Expectation Conflict 
Role Erosion 
Role Overload 
Role Isolation 
Personal Inadequacy 
Self-Role Distance 
Role Ambiguity 
Resource Inadequacy 
Scale Mean if 
Item Deleted 
94.7485 
93.7922 
94.7713 
95.5737 
94.7653 
94.4778 
95.1844 
94.8551 
94.7024 
95.1874 
94.1754 
Scale Variance 
if Item Deleted 
1287.042 
1341,822 
1266.242 
1286.343 
1330.723 
1301.075 
1305.660 
1299.408 
1281.717 
1230.711 
1305.132 
Cronbach's 
Alpha if Item 
Deleted 
0.932 
0.945 
0.937 
0.938 
0.942 
0.941 
0.938 
0.940 
0.940 
0.939 
0.^ )40 
No. of items 
50 
0^ 
o.-s 
0;i 
0-; 
0-; 
().-
Or 
0.^  
0,^ -
Or 
Locus of Control (LOCO Inventory): The following table 4.7 provides the SPSS 
output (Cronbach alpha value) for the reliability statistics three dimensions (sub-
scales) of LOCO inventory. 
Table 3.7 Cronbach's Alpha Value: Loco Inventory 
Internal LOC 
External LOC Others 
External LOC Chance 
Scale Mean if 
Item Deleted 
20.57 
20.53 
20.51 
Scale 
Variance if 
Item Deleted 
16.390 
15.870 
15.705 
Cronbach's 
Alpha if Item 
Deleted 
0.895 
0.896 
0.899 
No. of items 
10 
10 
10 
Coping Strategies (Role Pics): For a semi projective instrument like this, odd-even 
reliability coefficients is more relevant, as the change in the pattern of response was 
found to be a significant factor. It is possible for the subject to change with 
recognizable consistency in the course of the test from any type or direction of 
response to any other mode (Pareek, 1998; Devi and Rosenzweig, 1968). In line with 
this argument, internal consistency of the instrument was tested by split-half 
correlations. The instrument (24 situations or items) were split in two ways. 
It was divided into halves by putting the first 12 items in one half and the next 12 
items in another (split-half). It was also divided into two sections, one containing odd 
items and the other, even items (odd-even). Correlations were calculated between the 
2 sections. The coefficients for split-half were found to be 0.79 and for odd-even, 
0.87. The first coefficient (0.79) was found to be significant at 0.001 level and the 
odd-even coefficient (0.87) at 0.005. 
3.12.2 Factor Analysis 
Factor analysis is a multivariate statistical procedure primarily used for data reduction 
and summarization i.e. large numbers of correlated variables are reduced to a set of 
independent underlying factors. Structure of interrelationships among large number of 
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variables can thus be studied by defining a set of common underlying dimensions, 
known as "Factors" or "Dimensions." This leads to summarization and data reduction. 
In Factor analysis, a method called 'Principal Component Analysis' was carried out. 
Principal component analysis is based on the correlation matrix of the variables 
involved, and correlations usually need a large sample size before they stabilize. Pre-
analysis testing for the suitability of the entire sample for factor analysis vvas 
computed as recommended by Comrey (1978). A test named, "KMO and Bartlett 
test" was used as a measure to determine the sampling adequacy (Field, 2005). Kaiser 
(1974) recommended bare minimum value of 0.5; values between 0.5 - 0 . ' are 
mediocre, values between 0.7 - 0.8 are good, values between 0.8 - 0.9 are grea and 
values greater than 0.9 are superb (Field, 2005; Hutcheson & Sofroniou, 1999). hi this 
study, the KMO values for the variables are as follows: ORE (0.93 i.e. great) and 
LOCO inventory (0.86). 
Bartlett's test of sphericity is a statistical test for the presence of correlations among 
variables. It tests the hypothesis that the variables in the population correlation matrix 
are uncorrelated and provides the statistical probability that the correlation matrix has 
significant correlations among at least some of the variables. Thus, a signif cant 
Bartlett's test of sphericity is required to proceed for factor analysis. In the present 
study, Bartlett's test of sphericity was significant at p, 0.001 for both ORS and l.oco 
inventory. The resuhs of these tests indicate that the sample was suitable for factor 
analysis. 
Factor Analysis Results 
The collected data was subjected to factor analysis and the latent factors >vere 
identified based on factor loadings. Factor loadings of 0.4 or above are considered 
appropriate (Andy, 2005). 
Generally, Varimax rotation technique (with Kaiser Normalization) is used to clearly 
separate the factors or latent variables. In the present study all the items in casj of 
ORS loaded cleanly in their corresponding factors. However, few items were delated 
in LOCO inventory. 
The results of the exploratory factor analysis (EFA) for both ORS and Loco inven'orv 
are described in table 3.8 and table 3.9. 
Table 3.8 Results of Exploratory Factor Analysis (ORS) 
Items 
Retained 
V 
V 
V 
V 
V 
^ 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
V 
l^ 
V 
V 
V 
^ 
V 
V 
V 
V 
V 
1^ 
V 
V 
N/ 
V 
V 
V 
V 
V 
/^ 
V 
V 
V 
V 
V 
^ 
V 
V 
Factors Emerged 
Inter Role Distance 
IRD 1 
IRD il 
IRD 21 
IRD 31 
IRD 41 
Role Stagnation 
RS 2 
RS-12 
RS 22 
RS 32 
RS 42 
Role Expectation Conflict 
REC 3 
REC 13 
REC 23 
REC 33 
REC 43 
Role Erosion 
RE 4 
RE 14 
RE 24 
RE 34 
RE 44 
Role Overload 
RO 5 
RO 15 
RO 25 
RO 35 
RO 45 
Role Isolation 
Rl-6 
Rl 16 
RI 26 
Rl 36 
RI 46 
Personal Inadequacy 
PI 7 
PI 17 
PI 27 
PI 37 
PI 47 
Self-Role Distance 
SRD 8 
SRD 18 
SRD 28 
SRD 38 
SRD 48 
Role Ambiguity 
RA 9 
RA 19 
RA-29 
RA 39 
RA 49 
Resource Inadequacy 
Rln 10 
Rln 20 
Rln-30 
Rln 40 
Rln 50 
KMO 
0.772 
0.793 
0.783 
0.657 
0.742 
0.752 
0.736 
. 0.780 
0.849 
0.752 
Factor Loadings 
0.619 
0.626 
0.732 
0.623 
0.743 
0.641 
0.673 
0.738 
0.714 
0.735 
0.650 
0.710 
0.778 
0.662 
0.648 
0.683 
0.679 
0.591 
0.498 
0.668 
0.698 
0.629 
0.712 
0.604 
0.752 
0.710 
0.640 
0.599 
0.610 
0.644 
0.679 
0.676 
0.651 
0.649 
0.610 
0.700 
0.756 
0.697 
0.556 
0.694 
0.785 
0.808 
0.759 
0.738 
0.769 
0.579 
0.670 
0.616 
0.740 
0.633 
Factors Emerged 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
* Note: Dimension-wise factor analysis was carried out. All the items of the scale cleanly loaded to their 
corresponding factors. 
V = Item retained: x = Item deleted 
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Table 3.9 Results of Exploratory Factor Analysis (LOCO inventoi^ 
Internal Locus of Control 
I I 
I 2 
I 3 
1 10 
116 
I_20 
L23 
L25 
127 
128 
External Locus of Control (O) 
E (0)_3 
E (0L5 
E (0)_6 
E (0)_11 
E(0)_15 
E(0)_17 
E(0)_19 
E (0)_22 
E (0)_29 
E (0 )30 
External Locus of Control (C) 
E (C)_7 
E (C)_8 
E (C)_9 
E(C)J2 
E(C)_13 
E(C)_14 
E(C)_18 
E(C)_21 
E {C)_24 
E (C)_26 
KMO 
0.749 
0.721 
0.683 
Factor 
Loadings 
0.632 
0.661 
0J21 
0.771 
0.546 
0.698 
0.668 
0.721 
0J34 
0.452 
0.710 
0.694 
0.710 
0.480 
0.225 
0J85 
0.562 
0.567 
0.682 
0.421 
0.542 
0.631 
0.531 
0.427 
0.497 
OJOl 
0.505 
0.429 
0.297 
0.509 
Factors 
Emerged 
2 
2 
2 
Items 
Retained 
V 
V 
X 
V 
V 
•4 
4 
V 
X 
V 
V 
< 
V 
V 
X 
X 
V 
V 
A 
V 
4 
V 
4 
V 
/^ 
X 
V 
V 
X 
V 
KMO 
0.756 
0.739 
0.733 
Factors 
Emerged 
0.636 
0.682 
0.786 
0.649 
0.722 
0.670 
0.729 
0.578 
0.722 
0.701 
0.712 
0.512 
0.589 
0.597 
0.705 
0.498 
0.578 
0.689 
0.599 
0.507 
0.523 
0.575 
0.518 
0.566 
Factors 
Emerged 
1 
1 
1 
V = Item retained; x = Item deleted 
The results of the factor analysis of LOCO inventory lead the researchers to delete few 
items, which exhibited poor factor loadings. The deleted items in case of Internal 
Locus of Control were; 1 3 and I_27. The deleted items in External Locus of Control 
(Others) included; E (O) 15 and E (O) 17. Also two items were deleted in case of 
external Locus of Control (C) sub-scale. The items deleted were; E (C) 14, E (C) 
24. So, only 24 items of loco inventory were retained for further analysis; 8 items 
corresponding to each sub-scale viz. ILOC, ELOC (O) and ELOC (C). 
3.13 Data Analysis Tools 
The tools which were employed to test the drafted hypotheses for analysis include: 
Factor analysis, t-test, and Analysis of variance (ANOVA), Multiple Comparison, 
Correlation and regression analysis. The description of data analysis tools is presented 
in the following section: 
• Descriptive Analysis: It was done to describe the basic features of the data in a 
study, with an objective of analyzing the mean scores and standard deviation 
scores. 
• Inferential Analysis: It includes t-test, ANOVA and Multiple Comparison to 
determine whether significant differences existed between Role Stress, LOC and 
Coping Styles. 
• Correlation Analysis: Pearson's correlation coefficient was carried out to find the 
intensity and direction of relationships between variables in the study. 
• Hierarchical Regression Analysis: To test the moderating effect of LOC on the 
relationship between Coping Styles (CS) and Role Stress (RS). Step-wise multiple 
regression was carried out to determine the relative contribution of independent 
variable on the dependent variable also that of independent and moderator 
variable on dependent variable. The method for testing the moderation effect was 
adopted from the guidelines proposed by Baron & Kenny (1986). The steps 
involved are: 
i) First the variability coefficients (R^)and regression coefficients (B's) of the 
predictors viz; Approach Coping Styles and Avoidance Coping Styles were 
obtained on the criterion variable viz; Role Stress. 
ii) Next the regression coefficients (B's) and variability coefficients (R ) of the 
variable "Z,OC" on the criterion variable "^5"'were calculated, 
iii) The regression coefficients (B's) and also the variability coefficients (R^) of the 
interaction terms of C5 and LOC (CS^LOC) were calculated, 
iv) T-test analysis of the significance of the results of the predictors- Avoidance and 
Approach Coping and their interaction terms CS>^LOC on the criterion variable-
Role Stress were carried out. 
v) Finally, each LOC dimension [Internal, External (O), and External (C)] was 
tested for the moderator effect on the relationship between Coping styles and Role 
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Stress. For this, significance of the interaction terms used as predictors in the third 
step were tested. 
Note: If the interaction terms are significant predictors of the criterion variable, then 
it can be concluded that LOC moderates the relationship between Coping Styles and 
Role Stress 
3.14 Moderator Testing: A Theoretical Perspective 
The moderation model tests whether the prediction of a dependent variable (Y), from 
an independent variable (X), differs across levels of a third variable (Z). 
In applying Moderated hierarchical Regression Analysis (MRA) in terms ol one 
predictor variable, one should examine three regression equations for equality of the 
regression coefficients (Zedeck, 1971). 
Since our study also has one predictor (independent) variable i.e. Role Stress, ^ame 
procedure can be used for testing the moderating effects of LOC on Role Stress and 
coping strategies. The three regression equations are given below: 
Y = a + p,X (1) 
Y= a + p,X + P2Z (2) 
Y= a + piX + P2Z + P3XZ + e (3) 
Where, Pi is the coefficient relating to the independent variable (X), to the outcome 
(Y), when Z=0, P2 is the coefficient relating to the moderator variable (Z), tc the 
outcome (Y), when X=0, e is the residual in the equation. 
If equations (2) and (3) are not significantly different (i.e. p3 = 0; P2 ^^  0), "Z'' is not a 
moderator variable but simply an independent variable. For "Z" to be a pure 
moderator variable, equations (1) and (2) should be different from equation (3) (i.;. P2 
= 0;P3^0). 
We can conclude on the basis of above discussion that the regression coefficien for 
the interaction term, p3. provides an estimate of the moderation effect. If (.-, is 
statistically different from zero, there is significant moderation of the X-Y relation in 
the data. According to Hair et al., (2009), the researcher follows a three-step projess 
to determine whether the moderator effect is significant: 
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a) Estimate the original (unmoderated equation). 
b) Estimate the moderated relationship (original equation plus moderator 
variable). 
c) Assess the change in R If it is statistically significant, then a significant 
moderator effect is present. Only the incremental effect is assessed, not the 
significance of individual variables. 
Plotting interaction effects aids in the interpretation of moderation to show how the 
slope of Y on X is dependent on the value of the moderator variable. Regression 
slopes that correspond to the prediction of Y from X at a single value of Z are termed 
as simple slopes. 
3.15 Testing of Hypotheses 
The statistical tests to be conducted for testing the research hypotheses are presented 
in a tabular form: 
. Table 3.10 Statistical tests to be conducted for testing Research Hypotheses 
H, 
Hz 
H3 
H4 
H5 
H6 
H7 
Hypotheses 
There is a significant difference between the levels of Role 
Stress among male and female doctors 
There is a significant difference between the levels of Role 
Stress among doctors across various experience groups 
There is a significant difference between the levels of Role 
Stress among doctors across different specializations 
There is a significant difference between the levels of Role 
Stress among doctors in two different environments viz., 
disturbed ambience (central Kashmir) and peaceful 
ambience (western U.P) 
There is a significant difference in Locus of Control 
variables between male and female doctors 
There is a significant difference in Locus of Control 
variables between doctors of two geographical areas 
There is a significant difference in the adoption of Coping 
Styles between male and female doctor 
Statistical Tests 
t-test 
ANOVA 
ANOVA 
t-test 
t-test 
t-test 
t-test 
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Hg 
H, 
Hio.i 
H i 0.2 
H i o j 
Hio.4 
Hn 
H12.1 
H12.2 
H i 2 J 
H12.4 
H12.5 
H I 2.6 
H12.7 
H12.8 
There is a significant difference in the adoption of Coping 
between doctors of two geographical areas 
Doctors with Internal Locus of Control exhibit low levels 
of Role Stress 
Doctors with Internal Locus of Control will adopt 
Impersistive Coping Style. 
Doctors with internal Locus of Control will adopt 
Intropersistive Coping style. 
Doctors with internal Locus of Control will adopt 
Extrapersistive Coping style. 
Doctors with internal Locus of Control will adopt 
Interpersistive Coping style. 
Doctors with external Locus of Control exhibit high levels 
of Role Stress 
Doctors with external Locus of Control (O) will adopt 
Impunitive Coping style. 
Doctors with external Locus of Control (0) will adopt 
Intropunitive Coping style. 
Doctors with external Locus of Control (0) will adopt 
Extrapunitive Coping style. 
Doctors with external Locus of Control (0) will adopt 
Defensive Coping style. 
Doctors with external Locus of Control (C) will adopt 
Impunitive Coping style. 
Doctors with external Locus of Control (C) will adopt 
Intropunitive Coping style. 
Doctors with external Locus of Control (C) will adopt 
Extrapunitive Coping style. 
Doctors with external Locus of Control (C) will adopt 
Defensive Coping style. 
t-test 
Correlation 
Analysis 
Correlation 
Analysis 
Correlation 
Analysis 
Correlation 
Analysis 
SI 
H 13 
H13.1 
H 13.2 
H 13J 
H13.4 
H 13.5 
H 13.6 
Internal Locus of Control moderates the relationship 
between Coping Styles and Role Stress, such that: 
Avoidance Coping Style adopted by doctors having high 
ILOC exhibit higher levels of Stress 
Approach Coping Style adopted by doctors with high ILOC 
exhibit lower levels of Stress. 
Avoidance Coping Style adopted by doctors having medium 
ILOC exhibit lower levels of Stress. 
Approach Coping Style adopted by doctors having medium 
level of ILOC exhibit lower levels of Stress. 
Avoidance Coping Style adopted by doctors having low 
levels of ILOC exhibit higher levels of Stress. 
Approach Coping Style adopted by doctors with low ILOC 
exhibit higher levels of Stress 
Hierarchical 
Moderated 
Multiple 
Regression 
H 14 
H14.I 
H 14.2 
H I 4.3 
H 14.4 
H 14.5 
H 14.6 
External Locus of Control (Others) moderates the 
relationship between Coping Styles and Role Stress, such 
that: 
Avoidance Coping Style adopted by doctors having high 
level ofELOC (O) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors with high 
ELOC (O) exhibit lower levels of Stress 
Avoidance Coping Style adopted by doctors with medium 
ELOC (O) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors having medium 
level ofELOC (O) exhibit lower levels of Stress 
Avoidance Coping Style adopted by doctors having low 
levels ofELOC (O) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors with low ELOC 
(O) exhibit higher levels of Stress 
Hierarchical 
Moderated 
Multiple 
Regression 
82 
H,5 
H 15.1 
H 15.2 
H 15 J 
H 15.4 
H 15.5 
H 15.6 
External Locus of Control (Chance) moderates the 
relationship between coping strategies and Role Stress. 
Avoidance Coping Style adopted by doctors having high 
level of ELOC (C) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors with high 
ELOC (C) exhibit lower levels of Stress 
Avoidance Coping Style adopted by doctors with medium 
ELOC (C) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors having medium 
level of ELOC (C) exhibit lower levels of Stress 
Avoidance Coping Style adopted by doctors having low 
levels of ELOC (C) exhibit higher levels of Stress 
Approach Coping Style adopted by doctors with low ELOC 
(C) exhibit higher levels of Stress 
Hierarchical 
Moderated 
Multiple 
Regression 
3.16 Limitations of the Study 
• Participation and cooperation of respondents is a serious problem in survey based 
research. The same was observed in this study. Some doctors appeared reluctant in 
filling up the questionnaire. This may be due to the busy nature of their job or 
their unwillingness to participate in the survey. This limitation caused a lower 
than the anticipated response rate from the targeted hospitals. 
• One of the important demographic variables in the study is based on specialization 
of doctors. Approaching doctors having specialization in any of the particular field 
(viz., general, surgery, anesthesia etc.) was a major and time consummg 
challenge. In some hospitals only two or three doctors could be approached for a 
particular specialization. This resulted in less number of responses fnim 
specialists of certain fields. 
• There was a scarcity of theoretical and empirical studies among doctors in this 
field, specifically in Indian context. This limitation also affected the research. 
Some previous studies could have made the foundation of this effort more robi s!. 
• Healthcare professionals include both Medical and Para-medical staff However, 
the scope of the study is limited to medical staff i.e. Doctors only. The resean lier 
did not approach the paramedical staff as the same was beyond the scope of the 
study. 
• The research instrument used in the study has a general orientation i.e. generalized 
for all occupation groups. Doctor-specific questionnaire could have helped the 
researcher to draw more specific inferences. However, in that case cross 
occupational comparison would not have been possible. 
• The study was restricted to only two states of India. This may reflect only partial 
reality of stress among doctors. 
Chapter Summary 
This chapter has discussed the methodology employed for the research study. 
Research design was presented and the data collection tools were elaborated upon. 
Sampling technique used is also mentioned. Data analytical methods and statistical 
tests used for testing the research hypotheses have been discussed. The analysis of the 
survey findings is presented in 4th chapter i.e. "Data Analysis" 
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Chapter Four 
Results and Discussions 
4.1 Introduction 
The results of data analysis and its interpretation are presented in this chapter. Simple 
size for the present study is 334 participants. Computer based statistical toolt like; 
statistical package for social sciences (SPSS-17) was used to analyze the data. Data 
descriptions and data summaries are presented through tables and charts. Assum[5tions 
of parametric testing have also been described. Significant differences and 
relationship between the variables are identified using techniques such as; t-test, 
ANOVA, correlation, and regression. Moderating effect was also tested using 
hierarchical multiple regression. 
4.2 Assumptions of Parametric Testing 
The statistical tests mentioned above are parametric tests. For a data to be parametric, 
certain assumptions must be true (Andy, 2000). These assumptions are briefly 
described below: 
For parametric tests, it is assumed that the data are from one or more normally 
distributed populations. The rationale behind hypothesis testing relies on having 
normally distributed populations. 
In order to check the normality of the collected data for the present study, descriotive 
statistics were generated. We used skewness and kurtosis values to judge the 
normality of the data. Skewness refers to the symmetry of the distribution and kurtosis 
indicates the pointyness or the shape of the distribution. A normal distribution has 
both skewness and kurtosis values equal to zero (Andy, 2000; Malhotra, 2009). 
Therefore, closer the values of skewness and kurtosis are to zero, closer the 
distribution is to a normal. For psychometric purposes, skewness value between 2 to 
+2 and kurtosis value between -2 to +2 is acceptable. The table below shows ihe 
summary of the results of skewness and kurtosis values of the present study: 
s,^  
Table 4.1: Descriptive Analysis of ORS, Loco Inventory and Role Pics 
Scale 
ORS 
Internal LOG 
External LOG 
Role Pics 
No. of 
respondents 
(N) 
334 
334 
334 
334 
Skewness 
Statistic Std. Error 
-0.103 
-0.435 
-0.012 
-0.321 
0.133 
0.142 
0.112 
0.101 
Kurtosis 
Statistic Std. Error 
-0.703 
-0.381 
-0.231 
-0.321 
0.266 
0.210 
0.243 
0.237 
We can note from above table that the values of skewness and kurtosis fall within the 
acceptable range of -2 to +2. This indicates that the data for present study fialfil the 
basic assumption of parametric test i.e. distribution of data is normal. 
The second assumption of parametric testing is in respect of Homogeneity of 
Variance. 
This assumption suggests that the variances should be same throughout the data. In 
designs where we test several groups of participants, this assumption means that each 
of these samples come from populations with same variance. 
For checking this assumption for the present data, "Levene's test for equality of 
variances" was conducted for all the dimensions of ORS, LOCO inventory and Role 
Pics. If Levene's test is non-significant (i.e. p>0.5) then we must accept that the 
difference between variances is zero, i.e. variances are roughly equal and the 
assumption of homogeneity is tenable. The description of Levene's test can be seen in 
subsequent tests (t-test, ANOVA). 
The third assumption is in respect of independence. 
This assumption is that data from different participants are independent, which means 
that the behavior of one participant does not influence the behavior of another. Since, 
the data was collected by researcher in person. So, utmost care was taken that the 
respondents didn't get any chance to interact with each other. So, this assumption was 
also taken care of 
We can conclude from above discussion that the data collected for the study meets all 
four assumptions. So, parametric testing is a viable option for the data under present 
study. 
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4.3 Overall Results With Respect To ORS 
Findings of the present study revealed that doctors are experiencing organizational 
Role Stress (Table 4.2). The mean score of 95.46 for total ORS is quite high. The level 
of stress on Inter Role Distance is highest (1RD=10.43), followed by Resource 
Inadequacy (RIn=10.04). Along with these two stressors, the level of stress on Role 
Overload (RO=I0.00) and Self-Role Distance (SRD=JO.OO), is also on higher sice 
Table 4.2: ORS Scores for Doctors 
Stressors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
Mean 
(N=334) 
10.43 
9.45 
8.64 
9.46 
10.00 
9.05 
9.36 
10.00 
9.03 
10.04 
95.46 
SD 
4.40 
4.70 
4.46 
4.20 
4.57 
4.11 
4.43 
4.72 
5.38 
4.36 
35.87 
Rank 
1 
6 
10 
5 
3 
8 
7 
4 
9 
2 
Low Stress 
No. 
42 
76 
83 
64 
63 
73 
67 
72 
106 
54 
50 
%age 
12.56 
22.75 
24.85 
19.16 
18.86 
21.85 
20.0 
21.55 
31.73 
16.16 
15.00 
Low Med 
Stress 
No. 
124 
116 
143 
133 
133 
148 
127 
119 
80 
135 
132 
%age 
37.12 
34.75 
42.81 
39.82 
39,82 
44.31 
38.00 
35.62 
23.95 
40.41 
39.50 
High Med 
Stress 
No. 
124 
103 
82 
110 
95 
91 
108 
105 
101 
105 
135 
%age 
37.12 
30.83 
24.55 
32.93 
28.45 
27.25 
32.35 
31.43 
30.25 
31.45 
40.50 
Very High 
Stress 
No. 
44 
39 
26 
27 
43 
22 
32 
38 
47 
40 
17 
%age 
1117 
11.67 
•;'.78 
8.08 
12,87 
6.58 
9.58 
11.37 
14.07 
n .97 
5 00 
Low Stress = 0 -50, Low med Stress = 51-100, High Med Stress =101-150, 
Very High Stress =151 -200 
The high score of ORS among doctors may be due to the nature of their work, "'heir 
day in the hospital starts with attending the patients, inspecting their respective wards, 
deliver lectures, handling administrative duties, and work during nights at least tvvice 
a week and then attend the demands of their family as well. Moreover, the profession 
of a doctor involves the treatment of ill and dying people. The job entails the incessant 
contact with disease, sufferings, death and threat of communicable disease of patients 
to their nearer one's. This may also contribute to their stress levels. Another source of 
stress among doctors is the feeling of reduction in the importance of their role. They 
feel that their status has been reduced both among medical peers and in the re^  t of 
community. And above all, medical profession is unforgiving of error. Even if doctors 
try their best to reduce the complications or save the lives of patients, and if anything 
unwanted happens, they are blamed. Instead of acknowledging their efforts, the} are 
labelled as negligent. This keeps doctors in a state of pressure and tension, resulting in 
high stress levels among them. 
The high scores on Inter Role Distance (IRD=10.43) points towards the fact that there 
is a conflict of job and family roles of doctors. The comments from doctors like, "I 
feel the greatest stress from the problems related to personal life. The possibility of 
pursuing a hospital career and having a family is almost zero." Other doctors added 
"being a doctor and a family person simultaneously is quite difficult to manage 
because of such a little time spent at home." These observations explain the high 
scores on IRD. Also a high proportion of doctors are married to other health 
professionals, or to other doctors. This adds on to their stress between work and 
home, since both the spouses have the shortage of time, creating pressures on their 
work and personal life. 
Resource Inadequacy (RIn) emerged as the second most potent stressor with a mean 
score of 10.04. The doctors felt the inadequacy of resources in their respective 
hospitals for performing their work efficiently. The government hospitals lag behind 
in terms of modem equipments and technology to combat the serious diseases. 
Doctors also felt that there is a dearth of workshops and conferences in government 
hospitals. Hence, no information and knowledge sharing of new advancements in 
medical sciences takes place. This leads to knowledge and information inadequacy 
among them. 
Role Overload (RO) is also an important stressor among doctors with a mean score of 
10.00. It is manifested in statement like "I have had enough and I am tired. The reason 
for heavy workloads among doctors is the inadequacy of staff in respective hospitals. 
Doctors believe that there are vacancies of medical and paramedical staff in the 
government hospitals which stands unfilled for years. In country like, India, 
significant portion of population is below the poverty line. So this group is obliged to 
the services of government hospitals. The non-stop rush of patients in the government 
hospitals is to be taken care by the existing staff, leaving them overloaded with work. 
Moreover, there are two or three night shifts as well and even after duty hours; they 
are not supposed to say "No" to any patient. One of the doctor observed that "An 
individual of any profession can say 1 am tired, 1 will see tomorrow but doctors shed 
off this right when they enter the medical profession." 
The fourth stressor with a mean score of 10.00 is Self-Role Distance (SRD). Tht- high 
scores on SRD is assigned to the fact that doctors beHeve that their respective heads of 
departments assign them the job with which they are not comfortable. For example, a 
doctor noted that "I am supposed to make duty roasters and I believe I am trained for 
curing ailments of patients than making duty roasters." This explains high SRD 
scores. 
In order to investigate fiirther, the ORS score on various stressors have been classitled 
in four categories; namely, low stress group (0-5), medium stress group (6-10), 
medium high stress group (11-15), and the very high stress group (16-20). From table 
4.2, it can be noted that a sizable percentage of respondents (45.5%) are experiencing 
either medium high or very high stress. 
Stressor wise analysis reveals that there is a serious concern on some of the stressors. 
For example, as many as 50.29% of the respondents fall in medium high and very 
high stress categories in respect of IRD. Alongside, a substantial no. of respected 
respondents are experiencing either medium high or very high stress on five other 
stressors as well, namely RA (44.32%), RIn (43.42%), SRD (42.80 %), RS (42.50%). 
and RO (41.32%). 
4.3.1 Analysis as per Gender 
Table 4.3 presents stress scores on ORS among male & female doctors. This able 
helps ascertain differences in stress across these groups. 
SO 
Table 4.3 ORS scores as per Gender 
Stressors 
IRD 
Equal variances assumed 
Equal variances not 
assumed 
RS 
Equal variances assumed 
Equal variances not 
assumed 
REC 
Equal variances assumed 
Equal variances not 
assumed 
RE 
Equal variances assumed 
Equal variances not 
assumed 
RO 
Equal variances assumed 
Equal variances not 
assumed 
RI 
Equal variances assumed 
Equal variances not 
assumed 
PI 
Equal variances assumed 
Equal variances not 
assumed 
SRD 
Equal variances assumed 
Equal variances not 
assumed 
RA 
Equal variances assumed 
Equal variances not 
assumed 
RIn 
Equal variances assumed 
Equal variances not 
assumed 
ORS 
Equal variances assumed 
Equal variances not 
assumed 
Levene's test for 
equality of 
variances* 
F 
0.164 
0.040 
0.034 
0.020 
1.026 
2.820 
1.460 
5.176 
0.609 
2.069 
0.378 
Sig. 
0.686 
0.841 
0.853 
0.888 
0.312 
0.094 
0.228 
0.024 
0.436 
0.151 
0.539 
Male 
Mean 
10.37 
9.03 
8.19 
9.17 
9.26 
8.36 
8.76 
9.02 
8.24 
9.91 
90.35 
SD 
4.36 
4.67 
4.47 
4.09 
4.45 
3.78 
4.24 
4.40 
5.19 
4.17 
34.71 
Female 
Mean 
10.49 
9.94 
9.19 
9.80 
10.32 
9.84 
10.09 
10.11 
10.00 
10.21 
100 
SD 
4.47 
4.70 
4.40 
4.31 
4.67 
4.35 
4.55 
5.03 
5.46 
4.60 
36.63 
t-value 
-0.236 
-0.235 
-1.764 
-1.763 
-2.034 
-2.037 
-1.370 
-1.364 
-2.115 
-2.106 
-3.309 
-3.268 
-2.754 
-2.737 
-2.122 
-2.097 
-2.985 
-2.971 
-.621 
-.616 
-2.466 
-2.455 
P-value 
Sig 
(2-tailed) 
0.814 
0.814 
0.079 
0.079 
0.043 
0.042 
0.171 
0.174 
0.035 
0.036 
0.001 
0.001 
0.006 
0.007 
0.035 
0.037 
0.003 
0.003 
0.535 
0.538 
0.014 
0.015 
* Levene's test is significant at p< 0.5, indicates that assumption of homogeneity is violated. 
From the above table, it can be seen that Levene's test is significant for RO, RI, PI, 
SRD, RA and RIn i.e. variances across all these stressors are significantly different. It 
is evident from the table that for the stressors mentioned "p" is less than 0.5. So, 
assumption of homogeneity of variance is violated. In that case, the value oft-test and 
sig (2-tail) is read in front of the column, namely, equal variances not assumed (Andy, 
2000) (refer table 4.3). 
90 
The data analysis on the basis of gender reported that on an average, female doctors 
experience more stress (mean^lOO.OO) than male doctors (mean =90.35). The 
difference in overall stress levels between male and female doctors was found to be 
significant t (332) = -2.46, p=0.014, which is less than 0.05. As regards to specific 
stressors, IRD, RS, RE, SRD and RIn emerges as dominant stressors for both the 
groups. No significant differences emerged on the above mentioned stressors. 
However, other stressors on which significant differences have been observed are 
REC (t=-2.03, p=0.043); RO (t= -2.106, p=0.036); RI (t= -3.268, p=0.001); PI (t= -
2.737, p=0.007) and RA (t= -2.971 , p=0.003). 
It is conjectured that female doctors consider their primary responsibility for liome 
life while males perceive work as their primary responsibility. For female doctors, it 
is the demands of home life which conflicts with work demands and for male doctors 
it is the other way round. But the fact of the matter is that both genders feel strt^ssed 
on this account. The problem is more grave when both the partners are doctors. This 
gives rise to "time-based' difficulties or long working hours, leaving their homt and 
work life disturbed. Also, the night shifts aggravate the problem of conflict between 
home and work life. A female doctor commented that "Children take toll to your 
career aspirations and vice-versa." Female doctors believe that they tend to reduce 
their career aspirations on account of family-related reasons. 
The functioning and structure of government hospitals impacts both male and female 
doctors. The process of promoting the doctors in government hospitals entirely 
depends on seniority rather than performance. The doctors remain on the same 
position for quite a long time, giving them the feeling of being stuck in the same role. 
This results in high scores on RS. Similarly, the functioning of hospital i.e. assigning 
the doctors those jobs with which they aren't comfortable gives high scores on SRD in 
both males and females. 
The significant differences between male and female doctors were observed on hhC. 
The female doctors have greater mean score on REC\ indicating that there are 
conflicting demands from role senders. Significant differences were observed betv ecn 
male and female doctors on RO as well. The mean score of RO is more air ong 
females. This may be due to the fact that the male doctors consider their vvor< as 
')1 
primary while female doctors see home as their primary responsibility. The male 
doctors often don't mind if they are assigned a little more work. Another stressor on 
which significant differences has been observed between male and female doctors is 
PI. Female doctors have scored significantly higher on this count. This suggests that 
female doctors feel a greater need of more internal resources for effective 
performance. The female doctors feel a need of training programmes to meet the 
demands of their job. 
When we compare the standard deviation scores of both the groups, it may be noted 
that SD scores on total ORS is high in both female doctors (36.63) and male doctors 
(34.71). This indicates that the scores of ORS have wider spread in both the genders. 
It suggests that male and female doctors do not experience a uniform level of stress. 
When comparing the SD scores of individual stressors, it can be noted that scores on 
RA has the highest SD score of 5.46 in female doctors, followed by RA in male 
doctors i.e. SD=5.19. This indicates the wider spread of RA scores in both the 
genders. 
The analysis in this section unveils the significant difference in terms of overall stress. 
Besides, overall stress, significant differences were observed on five stressors, namely 
role expectation conflict, role overload, role isolation, personal inadequacy and role 
ambiguity. Thus, the hypothesis (H/) stating that there is a significant difference in 
stress levels between male and female doctors failed to reject. 
4.3.2 Analysis as per Experience 
For the purpose of this analysis, respondents were divided in four groups on the basis 
of their length of service. The first group included the respondents with less than 5 
years' experience, followed by those with 5-15 years' experience. The other two 
groups were respondents with 16-25 years' experience and the last group included 
respondents with more than 26 years of experience. 
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Table 4.4 Test of Homogeneity of Variances 
Stressors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
Levene's test for equality of 
variances* 
F 
2.358 
0.737 
0.288 
0.862 
1.448 
0.518 
1.094 
0.984 
0.197 
1.685 
0.999 
Sig. 
0.702 
0.531 
0.834 
0.661 
0.529 
0.670 
0.532 
0.501 
0.898 
0.710 
0.934 
Status of Levene's test 
Non-signil leant 
Non-significant 
Non-signilicant 
Non-signiticant 
Non-significant 
Non-significant 
Non-significant 
Non-significant 
Non-significant 
Non-signifcant 
Non-signif cant 
Levene's test is insignificant (i.e. p> 0.5) on all stressors; therefore we can assume 
that the variances within the four experience groups are roughly equal. This implies 
that one of the basic assumptions for applying ANOVA test is complied with. 
Table-4.5 shows the scores on ORS, SD and significant differences among doctors 
across varied length of their job tenure. 
Table 4.5 ORS scores across varied length of experience 
Stressors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
R h i 
ORS 
A 
Mean 
10.25 
7.85 
7.08 
8.40 
8.54 
7.75 
8.39 
8.00 
6.82 
9.03 
82.17 
SD 
3.85 
4.34 
4.23 
4.31 
4.33 
3.82 
4.33 
4.60 
4.96 
3.97 
32.24 
B 
Mean 
10.10 
9.78 
8.54 
9.50 
9.78 
8.83 
9.03 
9.45 
8.81 
9.95 
93.77 
SD 
4.56 
4.70 
4.27 
3.74 
4.73 
3.91 
4.14 
4.26 
4.96 
4.21 
34.28 
c 
Mean 
10.79 
10.48 
10.04 
10.36 
11.11 
10.33 
10.69 
11.20 
11.42 
10.58 
107.05 
SD 
4.37 
4.54 
4.38 
4.35 
3.86 
4.30 
4.34 
5.04 
5.38 
4.30 
36.04 
D 
Mean 
10.85 
10.45 
9.91 
10.16 
10.19 
10.11 
10.09 
10.33 
10.48 
11.30 
103.919 
SD 
5.05 
4.87 
4.43 
4.27 
5.01 
4.06 
4.75 
4.58 
5.27 
4.94 
37.54 
F-
Value 
0.583 
6.429 
8.724 
3.92 
4.76 
7.56 
4.58 
7.51 
13.16 
4.04 
8.89 
p-
N'alue 
0.627 
0.000 
0.000 
0.009 
0.003 
0000 
0004 
0.000 
0.000 
COOK 
0.000 
A = Below 5 years; B = 5-T5 years; C = 16-25 years; D = 26 years & abo\c 
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The results on this account indicate doctors having length of service of 16-25 years' 
experience higher levels of stress (mean= 107.05), followed by the senior most doctors 
i.e. having experience of 26 years and above, with a mean score of 103.91. The stress 
levels are also high among doctors having experience of 5-15 years, with a mean 
score of 93.77. The younger doctors are relatively less stressed among all (mean= 
82.17). Nevertheless, all the four groups are stressed, contributing to above average 
mean scores. 
Results based on ANOVA reveals differences on overall stress among these groups 
(F= 8.89, p=0.00). Doctors in group B (i.e. 15-25 years' experience) are most stressed, 
followed by the doctors in group D (26 years and above). This may be because of the 
fact that the senior doctors have to shoulder the administrative responsibilities as well, 
as they grow in their role. This is explained by the high scores on RO as compared to 
younger doctors. 
The significant differences were also reported on other stressors as well, namely; RS 
(F-value= 6.42, p=0.00), REC (F-value= 8.72, p=0.00), RO (F-value= 4.76, p=0.03), 
RI (F-value= 7.56, p= 0.00), PI (F-value= 4.58, p= 0.004), SRD (F-value= 7.51, p= 
0.00), RA (F=13.16, p=0.00). It may be noted that the doctors having length of 
experience of 16-25 (group C) years and above 25 years (group D), exhibited higher 
mean scores on RS i.e. 10.48 and 10.45 respectively. With the advancement of the 
individual the role changes, and with this change in role, the need for taking up a new 
role becomes necessary. The problem of role growth becomes acute especially when 
an individual occupies a role for a long time and enters another role in which he may 
feel less confident. The new role demands that an individual outgrow the previous 
role, taking charge of the new role effectively. In case of government hospitals, 
promotions are granted after a substantial period of time, contributing to the feeling of 
being stuck in the same role. By comparing the mean scores of RS across the length of 
service, it can also be pointed out from table (4.5) that as doctors grow in the role 
their mean scores on RS also increases. Also when they are promoted, they are 
expected to handle administrative assignments as well, with which they are not quite 
comfortable. This is evident from the significant differences obtained on RO among 
different groups of doctors (F-value= 4.76, p=0.03). The aforementioned fact 
explains the higher scores ofRO in senior doctors. 
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Significant differences have been observed on RA as well (F-value= 13.16, p=().00). 
RA was found highest in doctors having length of experience 16-25 years (group C), 
followed by doctors having above 26 years' experience (group D). The senior doctors 
are called upon to perform variety of jobs, which necessarily may not fall within the 
domain they are trained for. In comparison to this, the younger doctors are assigned 
defined tasks at initial stages of their career. This explains the finding of low mean 
scores of RA (6.82) among younger doctors. 
Comparison of the SD scores across these experience groups, reveals that SD scores 
on overall Role Stress among senior most doctors is 37.54. Among doctors falling in 
the experience group of 16-25 years, SD score is 36.04. This implies that there is a 
wide spread of overall Role Stress among senior doctors. These doctors experience a 
non-uniform level of stress. It indicates some doctors among these groups are 
experiencing more stress on this account while others are less stressed on this account. 
The analysis in this section unveils the significant differences across of length of 
experiences as per ORS score. Besides, overall stress, significant differences vere 
observed on seven stressors, namely; role stagnation, role expectation conflict, role 
overload, role isolation, personal inadequacy, self-role distance and role ambiguity. 
Thus, the hypothesis (H2) stating that there is a significant difference in stress levels 
among doctors across different groups of experience is supported. 
4.3.3 Analysis as per Specialization 
Doctors were divided into six groups as per their area of specialization, \iz; 
Physicians, Surgeons, Paediatricians, Gynaecologists, Anaesthetists and Dentists. 
)S 
4.6 Test of Homogeneity of Variances 
stressors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
Levene's test for equality of variances* 
F 
1.113 
0.717 
1.300 
0.823 
0.413 
0.130 
0.865 
1.734 
1.290 
1.383 
2.402 
Sig. 
0.553 
0.611 
0.363 
0.534 
0.840 
0.985 
0.505 
0.626 
0.568 
0.530 
0.637 
Status of Levene's test 
Non- significant 
Non- significant 
Non-significant 
Non- significant 
Non- significant 
Non- significant 
Non- significant 
Non-significant 
Non- significant 
Non- significant 
Non- significant 
Levene's test is insignificant (i.e. p> 0.5) on all stressors; therefore we can assume 
that the variances within the four experience groups are roughly equal. This implies 
that one of the basic assumptions for applying ANOVA test is complied with. 
The following 
among doctors 
table-4.7 shows the stress score, SD and their significant differences 
across different areas of specialization. 
Table 4.7 ORS scores across areas of specialization 
ressors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
Physicians 
(N=72) 
Mean 
9.87 
7.23 
6.59 
7.75 
8.68 
7.36 
7.31 
7.27 
5.68 
8.62 
76.40 
SD 
4.15 
4.27 
3.84 
4.00 
4.34 
3.74 
4.19 
3.78 
4.33 
3.88 
31.5 
Surgeons 
(N=67) 
Mea 
n 
9.31 
8.20 
6.92 
8.41 
8.10 
7.83 
7.80 
7.98 
6.64 
9.05 
80.2 
SD 
4.64 
4.45 
3.81 
3.81 
4.52 
3.81 
4.07 
4.44 
4.74 
3.90 
30.8 
Paediatricia 
ns (N=54) 
Mean 
12.00 
10.87 
10.12 
11.72 
11.25 
11.12 
12.03 
12.27 
12.40 
11.42 
115.2 
SD 
4.11 
4.45 
4.61 
3.76 
4.71 
4.22 
3.54 
4.02 
4.83 
4.35 
32.5 
Gynaecologi 
sts (N=49) 
Mea 
n 
11.53 
10.91 
9.36 
10.55 
11.59 
10.20 
10.48 
10.71 
10.91 
10.93 
107.2 
SD 
3.90 
4.57 
4.02 
4.68 
4.08 
3.87 
4.45 
5.25 
5.36 
4.61 
32.2 
Anaesthetist 
s (N=46) 
Mean 
10.86 
10.97 
10.52 
10.28 
10.82 
10.47 
10.84 
11.19 
11.52 
SD 
4.38 
4.28 
4.14 
3.73 
4.26 
3.89 
4.22 
4.23 
4.17 
11.43 4.28 
108.9 31.1 
Dentists 
(N=46) 
Mean 
SD 
9.47 
9.97 
10.00 
9.00 
8.97 
8.28 
9.04 
9.08 
9.32 
9.76 
92.93 
4.66 
4.91 
4.83 
3.92 
4.35 
3.67 
4.09 
4.69 
5.06 
4.65 
38.6 
F-
Value 
3.73 
7.88 
10.17 
8.26 
6.55 
9.66 
12.07 
11.84 
20.18 
4.94 
14.59 
P-
Value 
0.003 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
Analysis on the basis of specialization revealed significant differences in the overall 
stress, hi addition significant difference was observed on all the ten stressors. The 
significant difference on overall stress (F-value= 14.59, p= 0.00) points to the fact that 
the intensity of stress varies across different specializations. 
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On analyzing the mean scores, it may be noted that Paediatricians are the most 
stressed group having a mean score on overall Stress equal to 115.25, followed by 
Anaesthetists (108.95). The mean score is also high among Gynaecologists (107 22) 
and Dentists (92.93). Surprisingly, the mean score on overall stress is comparatively 
less in Surgeons (80.29) than other specialists. The least score among all is reported 
among Physicians (mean = 76.40). 
The high mean scores among Paediatricians may be explained by the fact that these 
doctors have to deal with children's sufferings and ailments. An emotional bond gets 
associated with children. A female doctor said "Six children from my ward died in a 
single day. That day was utterly devastating for me. Such was the intensity of my 
depression that I could resume my duty only after taking a break for a month.'" 
Moreover, it is bit difficult to diagnose the disease of children, as they aren't able to 
communicate their sufferings. The doctor him/herself has to address their concerns, 
which makes their job even more challenging, in comparison to doctors dealing with 
adults. 
Anaesthetists are the second most stressed group. The reason for their higher level of 
stress may because of the fact that they have little freedom to do things in their own 
way. They have limited control over the events. They scored higher on RA An 
anaesthetist said "I have to administer anaesthesia to patients; stay with them durmg 
the course of surgery, the surgeon leaves the operation theatre after performing the 
surgery. But I have to be there till patient regains consciousness. I am actually 
confused about the status of my job." Moreover the administration of anaesthesia 'lose 
is in itself a challenging task. Appropriate dose for a patient as per his specification is 
a pre requisite for performing any surgery. Then anaesthetists have to make sure that 
patient regains consciousness within stipulated time, to avoid any complication.'.. In 
this way, an anaesthetist always remains in a state of stress, before, during and after 
surgery. This explains the high mean scores on stress among anaesthetists. 
The high stress levels of gynaecologists may be attributed to the fact that in the 
present sample most number of gynaecologists are female doctors. As already 
mentioned, female doctors are more stressed than male doctors. Also gvnaecotoyists 
are called upon to perform caesarean operation. This operation poses serious health 
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risks to both patient and the infant. Moreover performing an operation is in itself a 
stressful task. 
We may note from table (4.7) that the mean score for gynaecologists on IRD is on 
higher side i.e. 11.53. This again points towards the conflict between home and job 
interface among females. Also mean score for gynaecologists is high on RO (11.59) 
as well. 
Stressor wise analysis reported significant differences on all the 10 Role Stressors 
across different specializations (Refer table 4.5). Paediatricians scored significantly 
higher on all the ten stressors, indicating that they are a high stress group among all 
the specialists. 
When we compare the SD scores of overall stress across specializations, it can be 
noted that SD scores are higher in Dentists (38.64). This implies that dentists do not 
experience uniform level of stress. 
The analysis in this section unveils significant differences in overall stress across 
specialization of respondents. Besides, overall stress, significant differences were 
observed on all the ten stressors, namely; inter role distance, role stagnation, role 
expectation conflict, role erosion role overload, role isolation, personal inadequacy, 
self-role distance, role ambiguity and resource inadequacy. Thus, the hypothesis (H3) 
stating that there is a significant difference in stress levels among doctors across 
different specializations is supported. 
4.3.4 Analysis as per Geographic Area 
Data for the present study was collected from two geographic areas viz; Peaceful 
ambience (i.e. Western U.P) and Disturbed ambience (i.e. Central Kashmir). The 
mean scores, SD and their significant differences are shown in table 4.8. 
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Table 4.8 Comparative ORS scores of doctors between geographical areas 
Stressors 
IRD 
Equal variances assumed 
Equal variances not assumed 
RS 
Equal variances assumed 
Equal variances not assumed 
REC 
Equal variances assumed 
Equal variances not assumed 
RE 
Equal variances assumed 
Equal variances not assumed 
RO 
Equal variances assumed 
Equal variances not assumed 
RI 
Equal variances assumed 
Equal variances not assumed 
PI 
Equal variances assumed 
Equal variances not assumed 
SRD 
Equal variances assumed 
Equal variances not assumed 
RA 
Equal variances assumed 
Equal variances not assumed 
Rln 
Equal variances assumed 
Equal variances not assumed 
ORS 
Equal variances assumed 
Equal variances not assumed 
Levene's test for 
equality of 
variances* 
F 
0.878 
5.844 
12,069 
8.308 
0.032 
4.095 
3.189 
0.148 
17.588 
7.059 
4.605 
Sic. 
0.530 
0.016 
0.001 
0.544 
0.858 
0.544 
0.075 
0.701 
0.600 
0.008 
0.533 
Peaceful 
ambience 
(N=158) 
Mean 
8.35 
7.63 
7.07 
8.49 
7.75 
7.81 
8.17 
8.48 
7.65 
8.16 
79.61 
SD 
4.10 
3.91 
3.57 
3.66 
4.27 
3.64 
4.07 
4.60 
4.55 
3.63 
30.51 
Disturbed 
ambience 
(N=176) 
Mean 
12.29 
11.07 
10.06 
10.32 
11.53 
10.14 
10.43 
10.44 
10.27 
11.73 
108.33 
SD 
3.80 
4.76 
4.71 
4.46 
4.08 
4.20 
4.47 
4.65 
5.76 
4.28 
34.94 
t-
value 
-9.101 
-9.064 
-7.157 
-7.233 
-6.469 
-6.564 
-4.063 
-4.106 
-8.262 
-8.241 
-5.385 
-5.426 
-4.804 
-4.829 
-3.865 
-3.867 
-4.562 
-4.619 
-8.172 
-8.245 
-7.960 
-8.018 
P-vaiue Sig 
(2-tailed) 
0.00( 
o.ooc 
o.ooc 
o.ooc 
o.ooc 
o.ooc 
o.ooc 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
1 
— 
Levene's test is significant at p< 0.5, indicates that assumption of homogeneity is violated. 
From the above table, it can be seen that Levene's test is significant at RS, REC and 
RJn i.e. variances across all these stressors are significantly different. It is evident 
from the table that for the stressors mentioned above, p<0.5. So, assumption of 
homogeneity of variance is violated. In that case, the value oft-test and sig (2-ta)l) is 
read in front of the column, namely, equal variances not assumed (Andy. 2000). 
The findings of the present study revealed that overall stress score for doctors of 
disturbed ambience is significantly higher than the scores for doctors of peac efiil 
ambience (t= -7.96, p= 0.00). It can be seen from table-4.8 that the mean score of i}RS 
is 108.33 for doctors of disturbed area while it is only 79.61 for doctors of peaceful 
ambience. This difference in the intensity of stress may be because of llie 
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environmental characteristics of these two places. The environment of Central 
Kashmir (disturbed ambience) is more turbulent than Western U.P (peaceful 
ambience). The daily strife in Kashmir keeps the hospitals over full. Also doctors 
from disturbed ambience (Central Kashmir) complained about the extreme 
inadequacy of staff. There are a number of vacancies, which remain unfilled for years. 
As a result, these doctors are overburdened. This can also be seen in case of Role 
Overload (RO) scores of these doctors in table-4.8. RO scores are on higher side 
(11.53) in doctor of disturbed ambience while this problem is not grave in peaceful 
ambience iRO= 7.S\). 
Stressor wise analysis revealed significant differences on all the ten Role Stressors 
between the doctors of these two places. Doctors of disturbed ambience were found 
significantly more stressed on all the stressors, than doctors o{ peaceful ambience. 
Perusal of table indicates significant differences on IRD (t= -9.10, p= 0.00). IRD is the 
most potent stressor among the doctors of disturbed ambience, with a mean score of 
12.29. Doctors of disturbed ambience have a feeling of imbalance between their 
family and job life. This may be because of the time pressures, night shifts, 
interruption of family life by telephones and private practice as well. Medical 
profession has a great temptation for overwork. The doctors of disturbed ambience, 
besides their job in government hospitals resort to private practice as well. Almost all 
doctors own private clinics, where they work after their duty hours. As a result, they 
are not able to spare time for their families, leading to IRD. Mean score of IRD is 
comparatively lower in doctors of peacefiil ambience. They have comparatively lesser 
time pressures and night shifts. Nevertheless, a feeling of imbalance between family 
and job life exists in doctors of peaceful ambience as well though relatively less 
intense. 
Resource Inadequacy (RIn) is a second most potent stressor among doctors of 
disturbed ambience. These doctors feel that there is a scarcity of requisite equipments, 
modem technology and information in government hospitals over there. This may be 
the reason that people in that part of India are forced to move out of their state for 
better prospectus. A doctor in one of the leading government medical institute in 
Central Kashmir (disturbed ambience) said "it is unbelievable but true that there are 
just three ventilators (life supporting machines) in so-called leading medical institute. 
Fourth patient has to wait until the first three recover or die. This is pathetic." This 
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indicates that RIn is a grave problem there. When we peruse the scores of RIn in 
Western U.P (peaceful ambience), we may note that the mean score is comparatively 
low (t= -8.24, p= 0.00). The scarcity of resources is a problem in peaceful ambience 
as well but not as grave as in disturbed ambience. 
Another noteworthy stressor is RS. Again scores on RS were found significantly 
higher among doctors oi disturbed ambience (t= -7.23, p=0.00). Doctors in disturbed 
ambience have a feeling that they are stuck in the same role for a substantial period of 
time. This may be because of the lower speed of promotions in government hospitals. 
RS scores are comparatively lesser (7.63) among doctors oi peaceful ambience. 
Comparing the standard deviation scores of two groups of doctors on overall stress, it 
can be pointed out that SD scores are higher among doctors of disturbed ambience. 
This indicates the wide spread of scores from mean. This implies these doctors do not 
experience uniform level of stress. 
The analysis in this section unveils the significant difference across geographic area 
in respect of overall stress. Besides, overall stress, significant differences were 
observed on all the ten stressors, namely; inter role distance, role stagnation, role 
expectation conflict, role erosion role overload, role isolation, personal inadequacy, 
self-role distance, role ambiguity and resource inadequacy . Thus, the hypothesis 
(H4) stating that there is a significant difference in stress levels between doctors of 
two geographical areas is supported. 
4.4 Overall Result of Loco Inventory 
Based on the data from 334 respondents, mean and standard deviation scores are 
presented in table 4.9. Scores on each variable of Locus of Control viz. Internal Locus 
of Control, External Locus of Control (others) and External Locus of Control 
(chance) have been classified in four categories. These categories include; veiy high, 
high, low and veiy low Controls. The norms table for mean, standard deviation and 
categorization of variables is presented in table 4.9. 
Table 4.9: Norms Table for LOG 
Variable 
Internal LOG (I) 
External LOG (0) 
External LOG (G) 
Mean 
28 
24 
15 
SD 
5 
5 
5 
High 
33-40 
30-40 
40-21 
Medium 
18-32 
17-29 
11-20 
Low 
£17 
<16 
<10 
Source: Pareek (1997) 
According to the norms table (Pareek, 1997), the mean score of 28 and above 
indicates internal orientation. Similarly for ELOC (O) and ELOC (C), a mean score 
should be 24 & above and 15 & above, respectively. A standard deviation of 5 from 
the mean is acceptable. 
The overall results of the present study are given in table-4.10 
Table 4.10 Results of LOG 
Variables 
Internal LOC (I) 
External LOC (0) 
External LOC (C) 
Mean 
(N=334) 
29.22 
18.24 
16.81 
SD 
4.99 
5.80 
4.94 
High 
No. 
140 
12 
77 
% 
42 
4.00 
23.00 
Medium 
No. 
190 
182 
214 
% 
57 
54 
64 
Low 
No. 
04 
140 
43 
% 
1.00 
42 
13 
Source: Pareek (1997) 
On comparison of results of the present study with the norms, inferences have been 
drawn: 
4.4.1 Analysis of Internal Locus of Gontrol 
The mean of internal scores of 334 respondents has been calculated as 29.22. Since a 
deviation of 5 is acceptable, therefore the sample for the study exhibits an acceptable 
level of Internality (refer to norms table). This means that respondents believe in their 
own abilities and attribute their success/failure to their inner capabilities. They feel 
that they largely determine what happens to them in the organization. They believe 
that most of the times, they themselves are responsible for getting or not getting 
rewards and promotions. 
The distribution of internal Locus of Control into different categories is depicted in 
graph 4.1 
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Graph 4.1: Distribution of Internality 
Internal Locus of Control 
• High • Medium Low 
1 % % 
As is evident from the table - 4.10 (Graph-1), in case of Internality, 140 respondents 
have a mean score of 33 or above. This implies that 41% of the respondents are very 
confident of themselves. They believe in their abilities. However, there is problem 
also in this kind of orientation, i.e. at times they may not have extensive assessment of 
the contingencies and difficulties that might come in their way of achieving goals. 
They may blame themselves unnecessarily for their failure. 
A substantial number of respondents i.e., 190 have a score of 22 to 32 on Internality. 
This shows that 57% respondents have high trust in their abilities and will mostly put 
them to effective use to achieve their goals. Only 4 respondents have scored an 
internal score of 17 or less. This indicates that they do not believe in themselves and 
fail to put to use their full potential and do not rely on their efforts to achieve goals. 
They need to take feedback from others to evaluate their strengths. 
4.4.2 Analysis of External Locus of Control (Others) 
People having external Locus of Control (others) believe in influencing power of their 
superiors, peers and subordinates. Instead of being unrealistic and unreasonable about 
achieving a goal, they at times, leave the bearing of an outcome to others. 
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The mean of ELOC (O) scores of 334 respondents has been calculated as 18.24. Also 
the standard deviation exceeds the acceptable range (refer norms table). This indicates 
that doctors do not exhibit an acceptable level of Externality (Others). 
In order to probe this issue further, we compared the distribution score of ELOC (O) 
with the norms table. The distribution of ELOC (O) is presented in the following 
graph. 
Graph 4.2: Distribution of Externality (others) 
External Locus of Control (Others) 
• High • Medium Low 
It is evident from the table 4.10 (Graph-2), that respondents have scored ELOC (O) 
score within the range 30 to 40. This means that only 4% doctors exhibit 
dysfunctional dependence on significant others. 182 respondents have scored on 
medium ELOC (O). This shows that 25% doctors exhibit a realistic dependence on 
significant others. A substantial number of doctors (140) have scored an ELOC (O) 
score of 16 and below. This shows that 42% doctors exhibit a counter dependent 
orientation with significant others. 
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4.4.3 Analysis of External Locus of Control (Chance) 
People having external Locus of Control (Chance) believe in the power of chance 
and/or luck. They believe that some matters in the organization are somewhat a matter 
of pure luck or chance and are therefore prepared to handle unforeseen circumstances. 
The mean and SD scores of External (Chance) of 334 respondents has been calculated 
as 16.81 and 4.94 respectively. We can note from the norms table that a deviation of 5 
from is acceptable; therefore, the sample size exhibits an acceptable level of 
Externality (Chance). 
The distribution of External Locus of Control (Chance) into different categories is 
depicted in graph 4.3. 
Graph 4.3: Distribution of Externality (Chance) 
External Locus of Control (Chance) 
• High ^ Medium Low * 
0% 
As far as interpretation of score on Externality (Chance) is concerned, it can be noted 
from the table 4.10 (Graph 3) that 43 respondents have scored an ELOC (C) score of 
10 or below. This implies that 13% doctors may not be able to tackle frustration when 
unforeseen contingencies or situations come up. This might affect them in the 
achievement of their goals. 214 respondents have scored an ELOC (C) score ranging 
from 11-20. This indicates that a total of 64% respondents are more likely to tackle 
such frustration, as they do not completely believe in the power of their luck and/or 
chance. As they exhibit a moderate level of Externality (Chance), they are able to 
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handle unforeseen situations better than individuals with an ELOC (C) score 10 or 
below. 77 respondents have scored an ELOC (C) score of 21-40. This implies that 
23% of respondents are more likely to attribute success and/or failure to luck or 
chance. They are more likely to handle the unforeseen situations with a "not my 
yaw/r" attitude. 
4.4.4 Analysis of Loco Inventory Scores using Ratio Analysis 
According to Pareek (1998), if the ratio's (I/EO) and (I/EC) is greater than 1, then we 
may conclude that the respondents have Internal Locus of Control. If the ratio is less 
than 1, the respondents are more inclined towards Externality. Following table 
presents the ratio analysis of loco inventory. 
Table 4.11: Ratio Analysis of Locus of Inventory 
Variable 
Internal LOC (I) 
External LOC (O)- EO 
External LOC (C)- EC 
External LOC (EO+EC) 
Sum 
9760 
6095 
5616 
11711 
Ratio (I/EO) 
(A) 
1.60 
Ratio (I/EC) 
(B) 
1.73 
Ratio (I/EO+EC) 
(C) 
0.83 
Status 
A= Internal 
B= Internal 
C=NA 
Analysis of Ratio between Internality and Externality (Others) 
Since I/EO calculated for 334 respondents is 1.60, which is greater than 1. This 
indicates that the respondents exhibit a higher level of Internality than Externality 
(Others). This implies that they believe in their inner abilities and attribute their 
success/failure to their own capabilities, rather than the influence of their boss, peers 
or subordinates. The employees can largely determine what matters to them in the 
organization. They feel that most of the times, they alone are responsible for getting, 
or not getting rewards and promotions. They believe in "Self power". Their 
competence and hard work are the two primary determinants of their performance in 
any endeavour. 
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Analysis of Ratio between Internality and Externality (Chance) 
It can also be noted from the table 4.11 that the ratio of I/EC is also greater than 1. 
This shows that the respondents yet again exhibit a higher level of internality than 
Externality (Chance). This means that they believe in their inner abilities and exhibit a 
''Never say die" attitude towards difficult tasks. 
Ratio analysis between Internality and Externality (Others and Chance) 
I/EO+EC calculated for 334 respondents is 0.83, which is less than 1. Contrary to the 
observation in the first and second ratios, where respondents exhibited a higher evel 
of Internality y this ratio indicates a higher level of Externality (Others and Luck) than 
Internality. But it is to be mentioned here that Levenson (1972) challenged the 
Rotter's instrument for measuring Locus of Control. Levenson believed that clubbmg 
of chance and powerful others into Externality along a continuum is a flawed 
approach. He came up with an altogether new scale 'Eoco inventory", which 
superseded the one developed by Rotter (1968). From this discussion it may be noted 
that the two measures of externality cannot be taken together for analysis. So the 
measure I/EO+EC is not applicable and results can't be drawn from this ratio. 
On the basis of ratio analysis, we can conclude that doctors under study exhibit a 
higher level of Internality. 
4.5 Analysis of Loco Inventory across Demographic Variables 
4.5.1 Gender 
Table 4.12 shows LOC scores viz., ILOC, EO, EC across gender. Significant 
differences across this demographic variable have also been explored. 
ILOC 
EO 
EC 
Table 4.12: Comparative 
Stressors 
Equal variances assumed 
Equal variances not 
assumed 
Equal variances assumed 
Equal variances not 
assumed 
Equal variances assumed 
Equal variances not 
assumed 
Levene's test for 
equality of 
variances 
F 
0.729 
6.765 
0.645 
8.105 
10.15 
4.678 
Sig. 
0.594 
0,601 
0.522 
0,535 
0.002 
0.031 
LOC Scores across 
Male 
Mean 
29.2527 
18,2527 
17,0549 
SD 
4.64209 
6.31335 
5,42729 
Gender 
Female 
Mean 
29,1842 
18.2434 
17.0263 
SD 
5.41206 
5.14170 
4.77847 
t 
value 
8,1 2.-^  
0.12.^ 
0,01 .-^  
0.01 .-
0,9 U< 
0.9 It 
P-valuc 
si} .^ (2-
talled) 
0 90T~^ 
0 902 
0 988 
0 988 
0345 
1)7 
From the above table, it can be seen that Levene's test is insignificant (i.e. p> 0.5) in 
case of Internal Locus of Control and External Locus of Control {Others). So, 
homogeneity of variance is tenable for these loci. However, for external Locus of 
Control {Chance), Levene's test is significant (i.e. p< 0.5). This indicates that 
homogeneity of variance does not hold true for this variable. Therefore, the t-value 
and sig. (2-tail) value for equal variance not assumed is considered for this variable. 
The data analysis on the basis of gender revealed that there are no significant 
differences (t-value= -3.200, p= 0.002 for ILOC; t-value= 2.937, p= 0.004 for ELOC 
(O) and for ELOC (C), t-value= 3.922, p= 0.003) between male and female doctors on 
any of the three loci variable. This shows that the scores on Internality are higher than 
Externality among all doctors, irrespective of the gender. Thus, the hypothesis (H;) 
which states that there is a significant difference in Locus of Control variables 
between male and female doctors is not supported. 
4.5.2 Geographical Distribution 
Table 4.13 presents LOC scores viz., ILOC, EO, EC among the doctors from 
disturbed ambience (Kashmir) and peaceful ambience (U.P). This table helps 
ascertain differences in Stress across these groups. 
Table 4.13 LOC Scores of Different Geographical Areas 
stressors 
ILOC 
Equal variances 
assumed 
Equal variances 
not assumed 
EO 
Equal variances 
assumed 
Equal variances 
not assumed 
EC 
Equal variances 
assumed 
Equal variances 
not assumed 
Levene's test for 
equality of variances* 
F 
0.729 
0.645 
10.152 
Sig. 
0.593 
0.622 
0.002 
Peaceful Ambience 
Mean 
28.31 
19.22 
17.94 
SD 
4.80 
5.53 
4.48 
Disturbed 
Ambience 
Mean 
30.03 
17.37 
15.80 
SD 
5.04 
5.91 
5.48 
t-value 
-3.200 
-3.209 
2.937 
2.948 
3.881 
3.922 
P-value 
Sig (2-
tailed) 
0.002 
0.001 
0.004 
0.003 
0.000 
0.000 
From the above table, it can be seen that Levene's test is insignificant (i.e. p>0.5) in 
case of Internal Locus of Control and External Locus of Control (Others). So, 
homogeneity of variance is tenable for these loci. However, in case of External Locus 
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of Control (Chance), Levene's test is significant (i.e. p<0.5). This indicates that 
homogeneity of variance doesn't hold true for this variable. Therefore, the t-valuc and 
sig (2-tail) value for equal variance not assumed is considered for this variable. 
The data analysis on the basis of geographical distribution revealed that significant 
differences between doctors of these two areas exist (t-value= -3.200, p=0.002 for 
1L0C\ t-value= 2.937, p=0.004 for ELOC (O) and for ELOC (C), t-value-3 922, 
p=0.003) on all the three loci variable. The mean score on Internality is higher araong 
the doctors of disturbed ambience. However, externality was found more promment 
among doctors of peaceful ambience. 
The analysis in this section unveils significant differences in respect of Locus of 
Control among doctors of disturbed ambience and peaceful ambience. Significant 
differences have been observed on all loci variable (Internal Locus of Cor trol, 
External Locus of Control-o, and External Locus ofControl-(C). Thus, the hypotnesis 
(H() stating that there is a significant difference in Locus of Control variables 
between doctors of two geographical areas is supported. 
In order to further probe the issue of Internality and Externality in these two 
geographical areas, the scores on LOC variables viz, Internal, External {Others) and 
External (Chance) were categorized in high, medium (desirable range) and low 
control groups. Table 4.14 and table 4.15 presents distribution of respondents on the 
basis of high, medium & low scores across disturbed & peaceful ambience 
respectively. 
Table 4.14: Distribution of Respondents across Disturbed Ambience 
LOC Variables 
Internal LOC 
External LOC 
(Others) 
External LOC 
(Chance) 
Mean 
(N=176) 
30.03 
17.37 
15.80 
SD 
5.04 
5.91 
5.48 
High 
No. 
81 
33 
35 
"/cage 
46 
19 
20 
Medium 
No. 
83 
74 
104 
"/oage 
47 
42 
59 
Low 
No. 
12 
69 
37 
°/,>age 
7 
^6 
1\ 
*1L0C: High= 33-40, Medium (desirable) = 32-21. Low < 17 
*E (O): High--- 21-40. Medium (desirable) = 17-20. Low < 16 
*E (C): High= 21-40. Medium (desirable) = 11-20. Low < 10 
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It can be noted from table-4.14 that a large number i.e. 81(46.02%) respondents fall in 
high Intemality range. 83(47.15%) respondents were found in medium Intemality 
range. Only 12(6.81%) respondents fall within low category of ILOC. This 
contributes to high Intemality scores. 
In case of Externality (Others), 143(81.25%) respondents fall under the low and 
medium Control groups and only 33(18.75%) respondents' were found in high 
Externality (O) range. The highest number of respondents in case of External 
(Chance) fall under medium category i.e. 95(53.97%) respondents. 35(19.88%) and 
37(21.02%) respondents fall under high and low Externality range respectively. This 
implies a small difference among doctors on Externality (C) range. 
We may conclude from the above discussion that doctors working in disturbed 
ambience scored high on Intemality because a large number of respondents are in 
high scoring groups. In case of Externality (O), comparatively large numbers of 
respondents fall under low Control groups. This explains their low scores on ELOC 
(O). Small differences on the number of doctors between high and low scoring groups 
were seen in Externality (C). This is the reason that doctors of disturbed ambience 
exhibit acceptable score on Externality (C). [See acceptable range below tables 4.14 
&4.15] 
Table-4.15 presents the distribution of respondents across different categories of loci 
variable among doctors of peaceful ambience. 
Table 4.15: Distribution of respondents across Peaceful ambience 
LOC Variables 
Internal LOC 
External LOC 
(Others) 
External LOC 
(Chance) 
Mean 
(N=158) 
28.31 
19.22 
17.94 
SD 
4.80 
5.53 
4.48 
High 
No. 
29 
44 
77 
%age 
18 
28 
49 
Medium 
No. 
119 
59 
36 
%age 
75 
37 
23 
Low 
No. 
10 
55 
45 
%age 
6 
35 
28 
*ILOC: High= 33-40, Medium (desirable) = 32-21. Low < 17 
*E (O): High-- 21-40. Medium (desirable) = 17-20. Low < 16 
*E (C): High= 21-40, Medium (desirable) = 11-20. Low < 10 
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of Control (Chance), Levene's test is significant (i.e. p<0.5). This indicates that 
homogeneity of variance doesn't hold true for this variable. Therefore, the t-va ue and 
sig (2-tail) value for equal variance not assumed is considered for this variable. 
The data analysis on the basis of geographical distribution revealed that significant 
differences between doctors of these two areas exist (t-value= -3.200, p=0.002 for 
HOC; t-value= 2.937, p=0.004 for ELOC (O) and for ELOC (C), t-value-3 922, 
p=0.003) on all the three loci variable. The mean score on Intemality is higher among 
the doctors of disturbed ambience. However, externality was found more prornment 
among doctors of peaceful ambience. 
The analysis in this section unveils significant differences in respect of Locus of 
Control among doctors of disturbed ambience and peaceful ambience. Significant 
differences have been observed on all loci variable (Internal Locus of Control. 
External Locus of Control-o, and External Locus of Control-(C). Thus, the hypothesis 
(Hi) stating that there is a significant difference in Locus of Control variables 
between doctors of two geographical areas is supported. 
In order to further probe the issue of Intemality and Externality in these two 
geographical areas, the scores on LOC variables viz. Internal, External {Others) and 
External (Chance) were categorized in high, medium (desirable range) and /ow 
control groups. Table 4.14 and table 4.15 presents distribution of respondents oi the 
basis of high, medium & low scores across disturbed & peaceful ambience 
respectively. 
Table 4.14: Distribution of Respondents across Disturbed Ambience 
LOC Variables 
Internal LOC 
External LOC 
(Others) 
External LOC 
(Chance) 
Mean 
(N=176) 
30.03 
17.37 
15.80 
SD 
5.04 
5.91 
5.48 
High 
No. 
81 
33 
35 
%age 
46 
19 
20 
^ Medium 
No. 
83 
74 
104 
%age 
47 
42 
59 
Low 
No. 
12 
69 
37 
»/,aoc 
7 
\t 
:\\ 
*ILOC: High= 33-40, Medium (desirable) = 32-2], Low < 17 
*E (O): High-- 21-40. Medium (desirable) = 77-20, Low < 16 
*E (C): High= 21-40. Medium (desirable) = 11-20, Low < 10 
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It can be noted from table-4.14 that a large number i.e. 81(46.02%) respondents fall in 
high Intemality range. 83(47.15%) respondents were found in medium Intemality 
range. Only 12(6.81%) respondents fall within low category of ILOC. This 
contributes to high Intemality scores. 
In case of Externality (Others), 143(81.25%) respondents fall under the low and 
medium Control groups and only 33(18.75%) respondents' were found in high 
Externality (O) range. The highest number of respondents in case of External 
(Chance) fall under medium category i.e. 95(53.97%) respondents. 35(19.88%) and 
37(21.02%) respondents fall under high and low Externality range respectively. This 
implies a small difference among doctors on Externality (C) range. 
We may conclude from the above discussion that doctors working in disturbed 
ambience scored high on Intemality because a large number of respondents are in 
high scoring groups. In case of Externality (O), comparatively large numbers of 
respondents fall under low Control groups. This explains their low scores on ELOC 
(O). Small differences on the number of doctors between high and low scoring groups 
were seen in Externality (C). This is the reason that doctors of disturbed ambience 
exhibit acceptable score on Externality (C). [See acceptable range below tables 4.14 
&4.15] 
Table-4.15 presents the distribution of respondents across different categories of loci 
variable among doctors oipeaceful ambience. 
Table 4.15: Distribution of respondents across Peaceful ambience 
LOC Variables 
Internal LOC 
External LOC 
(Others) 
External LOC 
(Chance) 
Mean 
(N=158) 
28.31 
19.22 
17.94 
SD 
4.80 
5.53 
4.48 
High 
No. 
29 
44 
77 
%age 
18 
28 
49 
Medium 
No. 
119 
59 
36 
%age 
75 
37 
23 
Low 
No. 
10 
55 
45 
%age 
6 
35 
28 
*ILOC: High= 33-40. Medium (desirable) = 32-21, Low < 17 
*E (O): High= 21-40, Medium (desirable) = 17-20. Low < 16 
*E (C): High= 21-40. Medium (desirable) = 11-20, Low < 10 
It may be noted from tabIe-4.15 that maximum number i.e. 119(75.31%) among 158 
respondents fall in medium (desirable) Internality range. Only 29(18.3l°o) and 
10(6.32%) respondents fall under high and low categories of ILOC, respectively. 
This explains their acceptable level of Internality scores. 
In case of Externality (Others), 59(37.34%) respondents fall under medium group. 
44(27.04%) and 55(34.81%) respondents fall under high and low Control groups. 
This implies that more number of respondents fall beyond the desirable range of 
ELOC (O). The number of respondents under low category of External (Chance) is 
77(48.73%), whereas 45(28.48%) respondents fall under high Externality range Only 
36(22.78%) respondents may seem under medium Externality range. This again 
indicates that more number of respondents fall beyond the desirable range of ELOC 
(C). 
We may conclude from the above discussion that doctors working in peaceful 
ambience exhibit acceptable level of Internality because a large number of 
respondents fall in this category. In case of Externality (O), large number.'^  of 
respondents fall under low and medium Control groups. This explains their low scores 
on ELOC (O). A large number of respondents in case of ELOC (C) were fouad in 
high range of Externality. This is the reason that doctors of peaceful ambience exhibit 
high score on Externality (C). 
4.6 Coping Styles across 24 Role Pics Situations 
Data collected from 334 respondents was arranged in a tabular form to understand the 
distribution of respondents across Coping Styles. 
Table 4.16: Distribution across Coping styles 
Coping styles 
Y 
S 
I 
T 
U 
A 
T 
I 
O 
N 
S 
^ ^ 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
M 
37 
46 
32 
92 
32 
59 
72 
15 
27 
09 
80 
89 
23 
73 
18 
24 
35 
17 
23 
49 
21 
21 
12 
47 
I 
22 
17 
34 
19 
83 
09 
23 
16 
13 
29 
45 
23 
14 
24 
09 
36 
23 
12 
09 
21 
22 
79 
09 
17 
E 
19 
21 
31 
23 
31 
23 
27 
139 
12 
98 
13 
42 
30 
18 
07 
62 
21 
136 
32 
11 
10 
20 
11 
82 
D 
157 
82 
129 
142 
104 
182 
77 
85 
56 
137 
75 
82 
159 
122 
109 
64 
156 
101 
132 
143 
162 
26 
157 
79 
m 
69 
116 
25 
21 
19 
11 
48 
42 
146 
13 
84 
63 
65 
19 
157 
101 
59 
25 
73 
87 
72 
131 
72 
48 
i 
13 
23 
21 
19 
21 
27 
47 
20 
47 
22 
17 
12 
24 
33 
06 
17 
09 
15 
27 
14 
23 
32 
07 
42 
e 
6 
13 
34 
11 
33 
11 
21 
17 
16 
14 
13 
14 
12 
07 
18 
19 
17 
10 
13 
07 
15 
22 
43 
08 
n 
11 
16 
28 
07 
11 
12 
19 
04 
17 
22 
07 
09 
07 
38 
10 
11 
14 
18 
25 
02 
09 
03 
23 
11 
Total 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
334 
It may be noted from table-4.16 that in order to cope with stress, ^'Defensive coping 
strategy" (D) is the dominant mode of coping, followed by ''Impersistive coping 
strategy" (m) among doctors. It indicates that maximum respondents avoid aggression 
or blame by using various defensive mechanisms. 
4.6.1 Coping Strategies across Demographic Variables 
4.6.1(a) Gender 
The test of significance (t-test) was carried out to ascertain differences, in the 
adoption of Approach and Avoidance Coping styles, between male and female 
doctors. Table-4.17 shows scores of Coping styles (viz. Approach and Avoidance) and 
the significant differences between male and female doctors. 
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Table 4.17 Comparative Scores of Coping Strategies across Gender 
Stressors 
Avoidance 
Equal variances 
assumed 
Equal variances 
not assumed 
Approach 
Equal variances 
assumed 
Equal variances 
not assumed 
Levene's test for 
equality of 
variances* 
F 
0.457 
0.457 
Sig. 
0.630 
0.630 
Males 
Mean 
15.20 
8.80 
SD 
3.03 
3.03 
Females 
Mean 
15.03 
8.96 
SD 
3.34 
3.34 
t-value 
0.503 
0.513 
0.503 
0.513 
P-value 
Sig (2-
tailed) 
0.615 
0,618 
0.621 
t).626 
From the above table, it may be noted that Levene's test is insignificant (i.e. p > 0.5) 
in both Approach and Avoidance Styles. So, homogeneity of variance is tenable for 
both of these styles. 
The data analysis on the basis of gender revealed that there are no significant 
differences (t = 0.503, p > 0.05 for Avoidance and for Approach, t = -0.503, p > 0 05) 
between male and female doctors on any of the Coping Styles. This indicates that 
male and female doctors make equal use of Approach as well as Avoidance Coping 
Styles. 
The analysis in this section unveils that there are no significant differences in coping 
strategies between male and female doctors Thus, the hypothesis (Hj) stating that 
there is a significant difference in the adoption of coping strategies between male and 
female doctors is not supported. 
4.6.2 (b) Geographical Distribution 
The test of significance (t-test) was carried out to find out the differences, in the 
adoption oi Approach and Avoidance Coping Styles, between doctors oipeaceful and 
disturbed ambience. 
Table 4.18 shows scores of Coping Styles (viz. Approach and Avoidance) and the 
significant differences between doctors of these two areas. 
Table 4.18 Comparative scores of Coping Strategies across Geographical Areas 
Stressors 
Avoidance 
Equal variances 
assumed 
Equal variances not 
assumed 
Approach 
Equal variances 
assumed 
Equal variances not 
assumed 
Levene's test for 
equality of 
variances* 
F 
1.287 
1.287 
Sig. 
0.758 
0.758 
Peaceful ambience 
Mean 
14.94 
9.05 
SD 
3.32 
3.34 
Disturbed 
ambience 
Mean 
16.29 
8.70 
SD 
3.04 
3.04 
t-value 
1.011 
1.011 
P-
value 
Sig(2-
tailed) 
0.004 
0.340 
From the above table, it may be noted that Levene's test is insignificant (i.e. p > 0.5) 
in both Approach and Avoidance styles. So, homogeneity of variance is tenable for 
both of these styles. 
The data analysis on the basis of geographical distribution revealed that significant 
difference between doctors of these two areas exist in case of Avoidance Coping style 
(t = -1.01, p < 0.05). No significant difference was found between doctors in 
Approach Coping Style. The mean score on avoidance coping in doctors of disturbed 
ambience is higher than the doctors of peaceful ambience. This implies that doctors of 
disturbed ambience adopt Avoidance Coping Styles more frequently than doctors of 
peaceful ambience. However, in case of Approach Coping Styles, it is same in doctors 
of both areas. 
The analysis in this section unveils the significant differences in adoption of coping 
strategies between doctors of disturbed ambience and peaceful ambience. Significant 
differences were observed on avoidance coping strategy, however, no difference was 
found in case of approach strategy. Thus, the hypothesis (Hg) stating that there is a 
significant difference in the adoption of coping strategies between doctors of two 
geographical areas is partially supported. 
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Sec (b) Relational Analysis 
4.7.1 Correlation between Role Stress and Locus of Control 
Table-4.19 shows the correlation between organizational Role Stress (ORS), Internal 
Locus of Control (I), External Locus of Control (O) -EO, and External Locus of 
Control (C) - EC. 
Table 4.19 Correlation between ORS and LOC 
ORS Pearson Correlation 
Sig. (Mailed) 
N 
Internal loc Pearson Correlation 
Sig. (1-tailed) 
N 
Ext loc Others Pearson Correlation 
Sig. (1-tailed) 
N 
Ext loc Chance Pearson Correlation 
Sig. (1-tailed) 
N 
ORS 
1 
334 
0.229" 
0.009 
334 
-0.010 
0.425 
334 
0.103" 
0.007 
334 
Internal LOC 
1 
334 
0.068 
0.106 
334 
-0.088 
0.055 
334 
External LOC 
Others 
1 
334 
0.533" 
0.000 
334 
External LOC 
Chance 
1 
334 
** Correlation is significant at the 0.01 level (1-tailed). 
Correlation between ORS and Internal Locus of Control is r = 0.229 and it is 
significant at 0.01 level. This means as Internal Locus of Control increases stress also 
increases. This is contrary to the general trend. For the present study the reason may 
be that the maximum number of doctors falls within the undesirable range of 
Internality. This may be justified by the fact that doctors in disturbed ambience 
exhibit high scores on both Internality and Stress. However, the doctors of peaceful 
ambience have acceptable score on ILOC and hence lower levels of stress. In order to 
probe this issue fiirther, Internal Locus of Control has been divided into t tree 
categories viz, low, medium and high in the subsequent table. 
For Externality (O), r= -0.010. This correlation is not significant. 
In case of Externality (C), r = 0.103 and this correlation is positive and significart at 
0.01 level. This indicates that as Externality increases, Stress also increases. To 
investigate the issue further, both ELOC (O) and ELOC (C) have also been 
categorized into three groups viz, high Externals, medium Externals and /on 
Externals. 
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The present study adheres to the categorization of LOC variables (Viz; high, medium 
and low) as per the range suggested by Pareek (1998). So, test of correlation was 
carried for each category of LOC variable. Table-4.20 presents the correlation 
between ORS and categories of ILOC, ELOC (O), and ELOC (C). This table may also 
help us in clear understanding of the desirable and undesirable ranges of Internality, 
Externality (O) and Externality (C) and their correlation with ORS. 
4.20: Correlation Between Categories of LOC Variables and ORS 
ORS Pearson 
Correlation 
Sig. (1-tailed) 
Internal LOC 
High 
0.695" 
0.01 
Medium 
-0.335" 
0.004 
Low 
0.285" 
0.002 
External LOC (Others) 
High 
0.279" 
0.007 
Medium 
0.120 
0.054 
Low 
-0.192 
0.001 
External LOC (Chance) 
High 
0.136" 
0.009 
Medium 
0.052 
0.223 
Low 
0.040 
0.400 
** Correlation is significant at the 0.01 level (1-tailed). 
It may be noted from table 4.20 that significant and positive correlation was observed 
between ORS and high ILOC (r= 0.695, p < 0.01) and ORS and low ILOC (r=0.285, p 
< 0.01). However, significant and negafive correlafion was found between ORS and 
medium ILOC (r = -0.335, p < 0.01). This implies that very high and very low 
ILOC leads to higher stress; whereas, acceptable or moderate levels of ILOC 
contribute to lower stress levels. This is an important finding. On the basis of this 
finding we may conclude that hypothesis Hg stating that internals exhibit lower levels 
of stress is partially supported. 
Significant and positive correlation was found between ORS and high External LOC 
(r= 0.279, p < 0.01). However, no significant correlations were found between ORS 
and medium and low External LOC (O). 
The analysis of the above section reveals that doctors with higher external LOC (O) 
have higher stress levels. However, doctors with medium and low scores on ELOC 
(O) did not show any significant correlations. Thus, hypothesis Hufa) which states that 
doctors with external LOC (O) exhibit higher level of stress is partially supported. 
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In case of External (C), no significant correlations were found between ORS and 
medium ELOC (C) as well as ORS and low ELOC (C). However, a positive and 
significant correlation was found between ORS and high ELOC (C) (r = 0.136. p < 
0.01). 
The analysis of the above section reveals that doctors with higher external LOC (C) 
have higher stress levels. However, doctors with medium and low scores on FA.OC 
(C) did not show any significant correlations. Thus, hypothesis Hn (b) which states 
that doctors with external LOC (C) exhibit higher level of stress is partially 
supported. 
Hence, it may be concluded from the above findings that medium Internal Lot us of 
Control may be treated as a Stress inhibitor whereas, high Internal Locus of Control, 
high External Locus of Control and low Internal Locus of Control may act as Stress 
inducers. 
4.7.2 Correlation between Role Stress and Coping Styles 
To identify the various stress coping strategies adapted by doctors, a correlation test 
was carried out between Role Stress and Coping Styles. Table 4.21 shows the 
correlation between ORS, ten dimensions of ORS and different Coping Styles. 
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Table 4.21: Correlation between ORS and Coping Styles 
Variables 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
M 
0.035 
0.024 
0.017 
-0.020 
0.009 
0.295" 
0.060 
0.030 
0.013 
0.143 
0.194 
I 
-0.005 
0.021 
-0.013 
-0.011 
-0.021 
0.013 
0.011 
-0.022 
0.201 
-0.046 
0.054 
E 
-0.018 
-0.118 
0.101 
0J38" 
-0.037 
0.050 
-0.030 
0.047 
0.176* 
-0.005 
-0.011 
D 
0J34" 
0.269* 
0.069 
0.020 
0.375** 
0.022 
0.027 
0.289** 
0.025 
0.319* 
0.390** 
m 
-0.105' 
-0.142 
0.391* 
0.055 
0.223' 
0.155* 
-0.072 
0.122' 
0.081 
0.022 
0.373* 
1 
-0.043 
-0.058 
-0.039 
-0.241 
0.031 
-0.030 
-0.240* 
-0.035 
0.067 
-0.022 
-0.062 
e 
0.090* 
-0.055 
-0.035 
-0.044 
-0.032 
-0.062 
0.014 
0.038 
-0.238** 
-0.022 
-0.242** 
N 
0.038 
0.064 
-0.008 
0.047 
0.053 
-0.060 
0.082 
0,002 
-0.053 
0.046 
-0.075 
*Correlation is significant at the 0.05 level (1-tail) 
** Correlation is significant at the 0.01 level (1-tail) 
The above table shows that there is a positive and significant correlation between 
Defensive Style of Coping (D) and five Role Stressors namely; RO, IRD, SRD, RIn, 
andRS (r= 0.37, 0.33, 0.28; p< 0.01 and r= 0.31, 0.26; p< 0.05 respectively). This 
indicates that when doctors experience these types of stresses, they record a tendency 
to avoid aggression or blame with the help of defence mechanisms. The assumption 
underlying the Defensive mode of Coping is that with high involvement of the self and 
others in the stress, the superego becomes more active and therefore defensive 
behavior is stimulated (Pareek, 1998). 
In case of Role Expectation Conflict stress (REC), a significant and positive 
correlation was reported between REC and Impersistive (m) style of coping (r = 0.39, 
p< 0.05). When doctors were asked about the expectations of others from their role; 
most of the doctors answered "in due course of time things will work out well." This 
indicates that while facing the problem of role expectation conflict, they take help of 
their patience (characteristic o{ Impersistive style of coping). 
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A significant and positive correlation was found between Role Erosion (RE) and 
Extrapunitive (E) Style of Coping (r = 0.33, p< 0.01). This indicates that doctors have 
a tendency to turn blame against some person or object in the environment when 
confronted with RE stress. 
A significant and positive correlation was also reported between Role Isolation (RI) 
and Impunitive (M) style of coping (r = 0.29, p < 0.01). Comments, for example, "1 
don't have time and opportunity to interact with many roles", indicates that the blame 
for frustration is evaded altogether. This situation is regarded as unavoidable. 
Personal Inadequacy (PI) was found to be negatively correlated with Intropersistive 
(i) Style of Coping (r=-0.24, p< 0.05). This implies that the doctors go deeper into the 
feeling of guilt and depression, which does not in any way help them overcome their 
feeling of inadequacy. Minimum efforts are taken to confront the stress and take 
remedial action. 
In case oi Role Ambiguity (RA), it was found that doctors are not inclined to request 
others to solve their problems, when they face a situation that is not clear to hem. 
This increases the ambiguity in their roles. This is evident from a negative correlation 
between Role ambiguity stress and Extrapersistive (e) style of coping (r = -0.23, p < 
0.01). This is compounded by the scores on Extrapunitive (E) Style of Coping (r = 
0.17, p < 0.05). This indicates that respondents direct their blame and aggression 
outwards. This does not help them to overcome the problem of lack of clarity about 
their roles. 
The total ORS score, when correlated with the individual Coping Styles, shows that 
there is a significant and positive relationship between Overall Organizational Role 
Stress (ORS) and the Defensive Coping (D) Style (r = 0.39, p< 0.01). This implies that 
doctors under stress avoid aggression with the help of defence mechanisms. Defensive 
Coping is closely followed by Impersistive (m) Coping Style (r = 0.37, p < 0 05). 
Positive relationship of ORS and Impersistive coping style implies that doctors believe 
that time or normal circumstances will bring about the solution of a problem. This 
style is characterized by patience and conformity. 
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A significant negative relationship between ORS and Extrapersistive (e) Coping Style 
(r - -0.24, p < 0.01) was also observed in the present study. This indicates a low 
propensity among doctors experiencing Role Stress, to seek help or request others to 
solve a problem. 
From the above discussion, we may conclude that Defensive Coping styles (D) are the 
dominant mode of coping among doctors to cope with different stressors. However, 
the significant correlation was also found between ORS and Impersistive (m) mode of 
coping. This indicates a variation in the adaptation of coping style among doctors. For 
most of the stressors doctors adopt Avoidance Coping Styles while in some cases they 
resort to Approach Mode of Coping. 
4.7.3 Correlation between Locus of Control and Coping Strategies 
Table-4.22 presents the correlation results between three LOC variables viz, Internal 
Locus of Control (I), External Locus of Control (O) - ELOC (O), external Locus of 
Control (C)- ELOC (C) and different Coping Styles. 
Table 4.22 Correlation between LOC and Coping Styles 
Variables 
ILOC 
ELOC (O) 
ELOC (C) 
M 
0.060 
-0.063 
-0.050 
I 
-0.176* 
-0.136 
0.138 
E 
-0.007 
0.284* 
-0.113 
D 
0.052 
0.393** 
0.412** 
m 
0.408* 
0.126* 
0.260 
i 
0.312** 
0.131 
-0.006 
e 
-0.047 
0.135 
0.023 
n 
0.342* 
0.098 
0.125 
•Correlation is significant at the 0.05 level (1-tail) 
** Correlation is significant at the 0.01 level (1-tail) 
It may be noted that ILOC is positively and significantly correlated with Impersistive 
(m), Intropersistive (i) and Interpersitive (n) Coping Styles (r = 0.408, p < 0.05; r = 
0.312, p < 0.01 and r = 0.342, p < 0.05). All these three strategies are Approach 
Coping Styles. This suggests that doctors with Internal Locus of Control confront the 
problem of stress as a challenge and increase their capability of dealing with it. They 
expect the solution of stress from within. However, for one of the Approach Styles i.e. 
Extrapersistive (e), no significant correlation was reported with ILOC. 
120 
The analysis in this section reveals that doctors with ILOC adopt approach coping 
strategies, except, Extrapersistive coping strategy, where no significant correlation 
was found. Thus, the hypotheses stating that doctors with internal Locus of Control 
adopt Impersistive coping strategy (Hio.i), Intropersistive coping strategy (H10.2J and 
Interpersistive coping strategy (H10.4) are supported. However, hypothesis stating that 
doctors with ILOC adopt Extrapersistive coping strategy (Hioj) is not supported. 
A significant and positive correlation was found between ELOC (O) and Defensive 
Coping Style (D) (r = 0.393, p < 0.01). Also Extrapunitive coping strategy (E) showed 
positive and significant correlation with ELOC (O) (r = 0. 284, p < 0.05). This 
indicates that the doctors with external Locus of Control (O) reduce the stress either 
by the use of defensive mechanisms or by turning the blame to some other person or 
object in the environment. Both Defensive and Extrapersistive Coping Style are 
Avoidance Mode of Coping. Such a behavior helps the person in not doing anything in 
relation to stress. 
The analysis in this section reveals that doctors with ELOC (O) adopt avoiaance 
coping strategies, except, Impunitive (M) and intropunitive (I) coping strategy, w here 
no significant correlation was found. Thus, the hypotheses stating that doctors with 
external Locus of Control adopt Impunitive coping strategy (H12.1) and intropunitive 
coping strategy (H12.2) ore not supported. However, hypotheses stating that doctors 
with ELOC (O) adopt defensive coping strategy (Hi2-4) and Extrapunitive (Hi2j) 
coping strategy are supported. 
ELOC (C) was found to be significantly and positively correlated with Defensive 
Coping Strategy (D) (r = 0.412, p < 0.01). This indicates that doctors with External 
Locus of Control (C) mitigate the stress with the help o{ Defensive mechanisms. These 
respondents may find excuses for their frustration, without taking any action for their 
solutions. No significant correlation was found between ELOC (C) and other 
Avoidance Coping Styles, viz, Impunitive (M), Intropunitive (I) and Extrapunitive lE) 
Coping Styles. 
The analysis in this section reveals that doctors with ELOC (C) adopt defei sive 
coping styles (D). Thus, the hypothesis stating that doctors with ELOC (C) a lopl 
defensive coping strategy (HI2,H) is supported. However, hypotheses stating that 
doctors with ELOC (C) adopt Impunitive (H12.5), intropunitive (H12.6) and 
Extrapunitive (H12.7) Styles of Coping are not supported. 
We may conclude from the above discussion that internal Locus of Control is related 
significantly to Approach Coping Behaviours. This suggests that doctors who have 
internal Locus of Control also exhibit higher levels oi Approach Coping Behaviours. 
Whereas, doctors with external Locus of Control, ELOC (O) or ELOC (C) employ 
avoidance coping strategies, particularly, defensive coping strategy. The findings of 
the study suggests that Locus of Control variables i.e. Internality, Externality (Others) 
and Externality (Chance) do have a bearing on the adaptation of Coping Styles by 
doctors. 
Co-relational analysis of research variables viz, ORS, LOC and Coping Styles 
revealed following points: 
• Doctors with moderate levels of Internal Locus of Control exhibit lower levels of 
Stress. 
• Doctors with high Internal Locus of Control, high External Locus of Control (O) 
and high External Locus of Control (C) exhibit higher levels of Stress. 
• Doctors adopt varied Coping Styles to overcome the problem of Stress. The 
dominant Coping style was found to be Defensive Style {Avoidance strategy). 
However, Impersistive style (Approach coping strategy) is closely followed by 
dominant strategy. 
• Doctors with Internal Locus of Control make use of Approach Coping Styles, 
except, Extrapersistive Coping Style. 
• Doctors with both variables of External Locus of Control adopt Defensive mode of 
Coping. In case of ELOC (O), Extrapunitive Coping is also used. 
4.8 Hierarchical Moderated Regression Analysis 
The main focus of the present study was to test the moderating effects of Locus of 
Control on the dependent (ORS) and independent variable (Coping Styles) 
relationship. The procedure suggested by Baron and Kenny (1986) was used for this 
purpose. According to this procedure, if the independent variable is denoted as (X), 
the moderator as (Z) and the dependent variable as (Y), (Y) is regressed on (X), (Z) 
and (XZ). It implies predicting the outcome variable (Y) using three other variables-
the independent variable (X), the moderator variable (Z) and the "cross-product" term 
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(XZ). In terms of multiple regression, moderation is tested using equation of the 
following form: 
Y = bo + biX + b2Z + b3XZ + e ^ Eq( l ) 
A moderated relationship is said to exist when the cross product term explains a 
meaningful amount of variation in the outcome variable (Jex, 1998). This is the most 
common statistical procedure used to detect moderator effects (Kirkman et al., 2004; 
Wang et al., 2004; Lingard and Francis, 2006; Yip et al., 2008). 
4.8.1 Assumptions of Regression analysis 
Besides the assumptions of parametric testing discussed at the beginning of this 
chapter, two more important assumptions for regression analysis include: 
a) Independent errors- For any two observations the residual terms should be 
uncorrelated (or independent). This assumption can be tested with the Durbin-
Watson test, which tests for serial correlations between errors. Specifically, it 
tests whether the adjacent residuals are correlated. The test statistic can vary 
between 0 and 4 with a value of 2 meaning that the residuals are uncorrelated. 
A value greater than 2 indicates a negative correlation between adj&cent 
residuals, whereas, a value below 2 indicates a positive correlation. A rule of 
thumb is, "values less than 1 or greater than 3" are a cause of concern. For the 
present study Durbin Watson test was carried out for all the models. The 
results of the test are described subsequent section. 
b) Data set should he free of multicolUnearity i.e. there should be no perfect 
linear relationship between two or more predictors. So, the predictor variables 
should not correlate too highly (Andy, 2005). 
Researchers often express the concern that the moderated equation (Eq 1, above) is 
prone to multicollinearity (Morris, Sherman, and Mansfield, 1986). Multicolline.irity 
decreases the stability of regression coefficient estimates and weakens the unique 
contribution of each predictor to the explained variance in the outcome (Belsley, 
1991; Mansfield & Helms, 1982). Moderated regression seems particu arly 
susceptible to multicollinearity because (X) and (Z) can be highly correlated witl the 
product tenri (XZ). So, detecfion of muhicoUinearity is a must before carrying ou the 
hierarchical regression. 
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4.8.2 Detection of Multicollinearity 
The following statistics were used for the diagnosis of muhicoUinearity: 
• Variance Inflation Factor (VIF): indicates whether a predictor has a strong 
linear relationship with the other predictor(s). Myers (1990) suggests that a 
value of VIF greater than 10 is an indicator of multicollinearity. 
• Tolerance Value (TV): The tolerance value of an independent variable is an 
additional method to measure the presence of multicollinearity in a data set. 
Value of tolerance of variable has a range from 0 to 1 (Bowerman and 
O'Conell, 1990). The closer the tolerance of variable to 1 indicates 
independence, and if the tolerance value is close to 0 or greater than 1, then 
multicollinearity may be biasing the regression model. 
To detect the problem of multicollinearity, if any, Variance Inflation Factor (VIF) and 
Tolerance Value (TV) were calculated for all the predictors in a given regression 
model. 
4.8.3 Hierarchical Regression Analysis of ORS, LOC and Coping styles 
In the present study, ''Organizational Role Stress (ORS)" is the dependent variable. 
Two broad types of Coping Styles viz; Approach and Avoidance Coping Styles were 
taken as independent variables. A personality construct ''Locus of Control (LOC) " 
was taken as a moderator variable. There are three categories of LOC viz; Internal 
Locus of Control (ILOC), External Locus of Control (O) (ELOC-O) and External 
Locus of Control (C) (ELOC-C). However, to have a deeper insight into the nature of 
LOC as a moderator variable, each category of Z,OC was further divided into three sub 
groups. The independent variables and sub-groups of each LOC variable were 
regressed with Organizational Role Stress. 
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4 
Independent Variables 
1 .Approach Coping 
Styles 
2. Avoidance coping 
Styles 
.23 Summary table of variables 
Moderator Variables 
1. High Internal Locus of 
Control 
2. Medium Internal Locus of 
Control 
3. Low Internal Locus of 
Control 
4. High External Locus of 
Control (0) 
5. Medium External Locus of 
Control (0) 
6. Low External Locus of 
Control (0) 
7. High External Locus of 
Control (C) 
8. Medium External Locus of 
Control (C) 
9. Low External Locus of 
Control (C) 
Dependent Variable 
Organizational Role 
Stress (ORS) 
4.8.3 (a) Hierarchical Regression Analysis of ORS, ILOC and Coping styles 
To detect the multicollinearity problem, CoUinearity diagnostics were carried out for 
predictors describing the given model. Table 4.24 displays the VIF and TV values for 
the regression model. 
4.24: Multicollinearity Statistics 
Dimensions 
Approach 
Avoidance 
High ILOC 
Approach x High ILOC 
Avoidance x High ILOC 
Medium ILOC 
Approach x Medium ILOC 
Avoidance x Medium ILOC 
Low ILOC 
Approach x Low ILOC 
Avoidance x Low ILOC 
Collineai 
Tolerance 
0.683 
0.683 
0.889 
0.458 
0.497 
0.796 
0.498 
0.422 
0.598 
0.398 
0.387 
•ity Statistics 
VIF 
1.281 
1.285 
1.201 
3.460 
3.517 
1.211 
2.789 
3.465 
1.986 
4.987 
3.802 
As indicated in the above table, the values of VIF for predictors range from 1.201 to 
4.987. These values are far below the cut off values of 10. In addition, it could be seen 
that tolerance value for all the predictors is almost closer to 1, except the interaction 
i^i 
terms, but their VIF values are satisfactory. Thus, this indicates that there is no 
evidence of multicoUinearity. It may also be noted that the interaction terms are closer 
to the limit of multicoUinearity values in comparison to non-interaction terms. 
Note: MulticoUinearity problem was detected in case of Approach coping strategy. To 
remove multicoUinearity from approach strategy, each dimension of Approach 
strategy (viz. Impersistive, Intropersistive, Extrapersistive and Intropersistive) was 
checked for multicoUinearity. It was found that the problem lies with Intropersistive 
style of Coping. Hence, it was removed from the regression analysis, in accordance 
with the remedial measure suggested by Andy, 2005. So, Approach Coping Strategy 
consisted of only remaining three dimensions (Impersistive, Intropersistive and 
Extrapersistive) in further analysis. The VIF and TV values for Approach Coping 
Strategy in the above table are after the removal of multicoUinearity problem. 
After testing the data for multicoUinearity, regression analysis was carried out. Table-
4.25 presents the results of regression with subgroups oi Internal Locus of Control as 
moderator. The table has been divided into 3 blocks viz; block-A, block-B and block-
C. Block-A, B and C shows the results of regression with high-Internal Locus of 
Control, medium-internal Locus of Control and low-Internal Locus of Control as 
moderators respectively. 
The below table shows the variability coefficients (R^), unstandardized regression 
coefficients (B) of the predictors, on the criterion (ORS): 
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It may be noted from the above table that Durbin Watson test statistic for models under 
consideration, fall within a desirable ranges i.e. "between" 1.28 to 1.90, which is close to the 
acceptable statistic (i.e. 2). This indicates that the residuals are independent; hence, one of the 
assumptions of regression analysis is complied with. 
Analysis of Block A (table - 25) - High ILOC as moderator, using hierarchical regression 
analysis, the following variables were entered in the sequence described below: 
hi model 1, two coping strategies viz; Approach (App) and Avoidance (Avd) Coping Strategies 
were entered simultaneously. In model 2, the variable high internal Locus of Control 
(H-ILOC) is added to the model along with the two Coping Strategies. In model 3, interaction 
terms of each of the coping strategies were {H-ILOC x Approach and H-ILOC x Avoidance) 
were entered simultaneously along with the predictors entered in model 2. The interaction terms 
were constructed by multiplying high ILOC by each of the Coping Style. 
The results of hierarchical regression analysis are explained below: 
• In model 1, the variability coefficient R^ = 0.289, implies that 28.90% of the variance in 
organizational Role Stress (ORS) is accounted for by the Coping Styles viz, Approach and 
Avoidance Coping Styles. 
• In model 2, the variability coefficient R^ = 0.299, implies that 29.90% of the variance in 
organizational Role Stress {ORS) is accounted for by the Coping Styles along with the 
variable high-Internal Locus of Control. 
• In model 3, the variability coefficient R^ = 0.321 that 32.10% of the variance in 
organizational Role Stress (ORS) is accounted for by the two interaction terms viz; 
App X high-ILOC and Avd x high-ILOC 
Box-1: The comparison of model 1 with model 3 tests for the "moderator" hypothesis. The coefficient "B" is the 
value that tells us the degree to which predictor affects the outcome variable, if the effects of all the other 
predictors are held constant. Two types of regression coefficients viz; standardized and unstandardized are 
displayed in SPSS software. But according to Cohen (J 983) and Duncan (1995), unstandardized regression 
coefficients (B) should be quoted in case of interaction effects. The same was done in the context of the present 
study. 
The t-test is a measure of whether the predictor is making a significant contribution to the model. When associated 
with B-values, they test for the moderator hypothesis. If the t-test associated with a B-valiie is significant (if the 
significance value, p < 0.05), then the predictor is making a significant contribution to the model. The smaller the 
value of Significance (and larger the value oft), greater Is the contribution of that predictor. 
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The results in table 4.25 (Block A) shows that the Approach Coping Style is statistically 
significant negative predictor of ORS\ while Avoidance Coping Style and H-ILOC are 
statistically a significant positive predictors of ORS. Also the test of significance of "interaction 
term" {Avd x H-ILOC) in model-3 shows a significant positive effect (p < 0.01); while 
"interaction term" {App x H-ILOC) failed to show significant results. The two terms accoanted 
for 32.10% of the variation in organizational Role Stress {ORS). 
In other words, it may be noted that high ILOC moderates the relationship between Avoidance 
Coping Styles and ORS while no moderation effect of high ILOC was observed between ORS 
and Approach Coping Styles. This means that Avoidance Coping Styles adopted by doctors 
having high level of Internal Locus of Control exhibit higher levels of stress than the doctors 
who adopt Approach Mode of Coping. 
Thus, hypothesis (Hj3,i) stating that the Avoidance Coping Styles adopted by doctors having high 
level of Internal Locus of Control exhibit higher levels of Stress is supported. Also the hypothesis 
(H13.2) which stating that the Approach Coping Styles adopted by doctors with high ILOC eyhibit 
lower levels of Stress is not supported. 
Analysis of Block B (Table - 25) - Medium ILOC as moderator, the results of hierarchical 
regression analysis for block B are explained below: 
• In model 1, the variability coefficient (R^ = 0.289) implies that 28.90% of the variance in 
organizational Role Stress (ORS) is accounted for by the Coping Styles viz, Approac/i and 
Avoidance Coping Styles. 
• In model 2, the variability coefficient (R^ = 0.325) implies that 32.50% of the variance in 
organizational Role Stress (ORS) is accounted for by the Coping Styles along with the 
variable medium-Internal Locus of Control. 
• In model 3, the variability coefficient (R^ = 0.423) that 42.30% of the variance in 
Organizational Role Stress (ORS) is accounted for by the two interaction terms \ iz; 
App X medium-ILOC and Avd x medium-lLOC. 
Same standards are used to draw inferences from block- B as for block A (refer box-1). 
The results in table -25 (Block B) shows that the Approach Coping Styles and the variabio V/-
ILOC are statistically significant negative predictors of ORS; while Avoidance Coping Style < are 
statistically a significant positive predictor of ORS. Also the test of significance of "inlerac tion 
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term" {App x M-ILOQ in model-3 indicates a significant negative effect (p < 0.01); while 
"interaction term" {Avd x M-ILOQ failed to show significant results. The two terms accounted 
for 42.30% of the variation in Organizational Role Stress (ORS). 
In other words, it may be noted that medium ILOC moderates the relationship between Approach 
Coping Styles and ORS (in negative direction) while no moderation effect of ILOC was seen 
between ORS and Avoidance Coping Styles. This means that Approach Coping Strategy 
adopted by doctors having medium level of Internal Locus of Control exhibit lower levels of 
Stress than the doctors who adopt Avoidance Mode of Coping. 
Thus, hypothesis (Huj) which states that the Avoidance Coping strategies adopted by doctors 
with medium ILOC exhibit lower levels of stress is not supported. However, hypothesis (Hisj) 
which states that the Approach Coping strategies adopted by doctors having medium level of 
Internal Locus of Control exhibit lower levels of Stress is supported. 
Analysis of Block C (table 25 - b) - Low ILOC as moderator, the results of hierarchical 
regression analysis for block C are explained below: 
• In model 1, the variability coefficient (R^ = 0.289) implies that 28.90% of the variance in 
Organizational Role Stress (ORS) is accounted for by the Coping Strategies viz, 
Approach and Avoidance coping strategies. 
• In model 2, the variability coefficient (R = 0.290) implies that 29.0% of the variance in 
Organizational Role Stress (ORS) is accounted for by the Coping strategies along with 
the variable low-Internal Locus of Control. 
• In model 3, the variability coefficient (R^ = 0.292) implies that 29.20% of the variance in 
Organizational Role Stress (ORS) is accounted for by the two interaction terms viz; 
App X low-ILOC and Avd x hw-ILOC. 
Same standards are used to draw inferences from block- B as for block A (refer box-1). 
The result in table-4.25 (Block-C) shows that the Approach Coping Strategy is statistically 
significant negative predictor of ORS. However, no significant contribution of rest of predictors 
to model was found. In other words, it may be noted that low ILOC failed to moderate the 
relationship between Approach/Avoidance Coping Strategies and ORS. 
Thus, hypothesis (H135) which states that the Avoidance Coping Strategies adopted by doctors 
having low levels of Internal Locus of Control exhibit higher levels of stress is not supported. 
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9Also the hypothesis (Hu^) which states that the Approach Coping Strategies adopted by 
doctors with low ILOC exhibit higher levels of stress is also not supported. 
4.8.3 (b) Hierarchical Regression Analysis of ORS, ELOC (O) and Coping styles 
To detect the multicollinearity, CoUinearity diagnostics were carried out for predictors describing 
the given model. Table 4.26 displays the VIF and TV values for the regression model. 
4.26: Multicollinearity Statistics 
Dimensions 
Approach 
Avoidance 
High ILOC 
Approach x High ILOC 
Avoidance x High ILOC 
Medium ILOC 
Approach x Medium ILOC 
Avoidance x Medium ILOC 
Low ILOC 
Approach x Low ILOC 
Avoidance x Low ILOC 
CoUinearit 
Tolerance 
0.683 
0.683 
0.889 
0.458 
0.497 
0.796 
0.498 
0.422 
0.598 
0.398 
0.387 
y Statistics 
VIF 
1.281 
1.285 
1.201 
3.460 
3.517 
1.211 
2.789 
3.465 
1.986 
4.987 
3.802 
As indicated in the above table, the values of VIF for predictors range from 1.281 to 5 073. 
These values are far below the cut off values of 10. In addition, it could be seen that tolerance 
value for all the predictors is almost closer to 1, except the interaction terms, but their VIF values 
are satisfactory. Thus, this indicates that there is no evidence of multicollinearity. It may also be 
noted that the interaction terms are closer to the limit of multicollinearity values in comparison to 
non-interaction terms. 
After testing the data for multicollinearity, regression analysis was carried out. The T; ble-27 
shows the results of regression with subgroups oi External Locus of Control (O) as mocerator. 
The table has been divided into 3 blocks viz; block-A, block-B and block-C. Block-A, B and C 
shows the results of regression with high-External Locus of Control (O), mediwu-Extema, Locus 
of Control (O) and low-External Locus of Control (O) as moderators respectively. 
Table-27 shows the variability coefficients (R"), unstandardized regression coefficients (B i t>f the 
predictors- Coping Styles and high ELOC (O), medium ELOC (O), low ELOC (O) and then 
interaction terms on the criterion (ORS). 
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It may be noted from the above table that Durbin Watson test statistic for models under 
consideration, fall within a desirable ranges i.e. "between" 1.28 to 1.98, which is close to the 
acceptable statistic (i.e. 2). This indicates that the residuals are independent; hence, one df the 
assumptions of regression analysis is complied with. 
Analysis of Block A (Table - 27) - High ELOC (O) as moderator, using hierarchical 
regression analysis, the following variables were entered in the sequence described below: 
In model 1, two Coping strategies viz; Approach (App) and Avoidance (Avd) Coping Strategies 
were entered simultaneously. In model 2, the variable high external Locus of Contro' (O) 
(H-ELOC) is added to the model along with the two Coping Strategies. In model 3, interaction 
terms of each of the Coping Strategies [H-ELOC (O) x Approach and H-ELOC (O) x 
Avoidance] were entered simultaneously along with the predictors entered in model 2. The 
interaction terms were constructed by multiplying high ELOC (O) by each of the Coping Sty le. 
Same standards are used to draw inferences from block- B as for block A (refer box-1) 
The resuhs of hierarchical regression analysis are explained below: 
• In model 1, the variability coefficient R^ = 0.289, implies that 28.90% of the variance in 
Organizational Role Stress (ORS) is accounted for by the Coping Strategies viz. 
Approach and Avoidance Coping Styles. 
• In model 2, the variability coefficient R^ = 0.322, implies that 32.20% of the variance m 
Organizational Role Stress (ORS) is accounted for by the Coping Strategies along \\ ith 
the variable high-External Locus of Control (O). 
• In model 3, the variability coefficient R^ = 0.346 implies that 34.60% of the varian:e in 
Organizational Role Stress (ORS) is accounted for by the two interaction terms \ iz; 
App X high-ELOC (O) and Jk>d x high-ELOC (O). 
The results in table-27 (Block A) show that the Approach Coping Strategy is a statistically 
significant negative predictor of ORS. The variable H-ELOC (O) revealed a significant poHtive 
effect and also the test of significance of "interaction term" (Avd x H-ELOC-O) in mo(lel-3 
showed a significant positive effect (p < 0.01). The "interaction term" {App x H-ELOC-O) f liled 
to show significant results. The two terms accounted for 34.60% of the variation in 
Organizational Role Stress (ORS). 
In other words, it may be noted that high ELOC (O) moderates the relationship between 
Avoidance Coping Strategies and ORS (in positive direction) while no moderation effect of 
ELOC (O) was seen between ORS and Approach Coping Strategy. This means that Avoidance 
Coping Strategy adopted by doctors having high level of External Locus of Control (O) 
exhibit higher levels of Stress than the doctors who adopt Approach mode of coping. 
Thus, hypothesis (Hi4,i) which states that the Avoidance Coping Strategies adopted by doctors 
having high level of External Locus of Control (O) exhibit higher levels of Stress is supported. 
Also the hypothesis (Hi4 2) which states that the Approach Coping Styles adopted by doctors with 
high ELOC (O) exhibit lower levels of Stress is not supported. 
Analysis of Block B (table - 27) - Medium ELOC (O) as moderator, the results of hierarchical 
regression analysis for block B are explained below: 
• In model 1, the variability coefficient R^ = 0.289, implies that 28.90% of the variance in 
Organizational Role Stress (ORS) is accounted for by the Coping Styles viz. Approach 
and Avoidance Coping Styles. 
• In model 2, the variability coefficient R'^  = 0.315, implies that 31.50% of the variance in 
Organizational Role Stress (ORS) is accounted for by the Coping Styles along with the 
variable medium-External Locus of Control (O). 
• In model 3, the variability coefficient R^ = 0.345 that 34.50% of the variance in 
Organizational Role Stress (ORS) is accounted for by the two interaction terms viz; 
App X medium-ELOC (O) and Avd x medium-ELOC (O). 
Same standards are used to draw inferences from block- B as for other blocks (refer box-1). 
The results in table-27 (Block B) show that the Approach Coping Strategy and the variable M-
ELOC (O) are statistically significant negative predictors of ORS. The test of significance of 
"interaction term" {Avd x M-ELOC-0) in model-3 shows a significant positive effect (p < 0.05); 
while "interaction term" {App x M-ELOC-O) in model-3 shows a significant negative effect 
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(p < 0.01). The two terms accounted for 34.50% of the variation in Organizational Role Stress 
(ORS). 
In other words, it may be noted that medium ELOC (O) moderates the relationship between 
Approach Coping Strategies and ORS (in negative direction) while significant moderation effect 
of ELOC (O) in positive direction was seen between ORS and Avoidance Coping Strateg)'. This 
means that Approach Coping Strategy adopted by doctors having medium level of External 
Locus of Control (O) exhibit lower levels of Stress than the doctors who adopt Avoidance 
Mode of Coping. 
Thus, hypothesis (Hi4j) which states that the Avoidance Coping Strategies adopted by doctors 
with medium ELOC (O) exhibit higher levels of Stress is also supported. Also the hypothesis 
(Hi4,4) which states that Approach Coping Strategies adopted by doctors having medium level of 
External Locus of Control (O) exhibit lower levels of Stress is supported 
Analysis of Block C (table - 27) - Low ELOC (O) as moderator, the results of hierarchical 
regression analysis for block C are explained below: 
• In model 1, the variability coefficient R" = 0.289, implies that 28.90% of the variarice in 
Organizational Role Stress (ORS) is accounted for by the Coping Styles viz. Approach 
and Avoidance Coping Styles. 
• In model 2, the variability coefficient R = 0.294, implies that 29.40% of the varia ice in 
Organizational Role Stress (ORS) is accounted for by the Coping Styles along with the 
variable low-External Locus of Control (O). 
• In model 3, the variability coefficient R^  = 0.298 that 29.80% of the variance in 
Organizational Role Stress (ORS) is accounted for by the two interaction tenns viz; 
App X low-ELOC (O) and Avd x hw-ELOC (O). 
Same standards are used to draw inferences from block- B as for other blocks (refer box-1) 
The result in table-27 (Block-C) shows that the Approach Coping Strategy is statislically 
significant negative predictor of ORS. However, no significant contribution of rest c f the 
predictors to model was found. In other words, it may be noted that low ELOC (O) failed to 
moderate the relationship between Approach/Avoidance Coping Strategies and ORS. 
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Thus, hypothesis (HM.S) which states that the Avoidance Coping Styles adopted by doctors 
having low levels of External Locus of Control (O) exhibit higher levels of Stress is not 
supported. Also the hypothesis (H^^) which states that the Approach Coping Styles adopted by 
doctors with low ELOC (O) exhibit higher levels of Stress is also not supported. 
4.8.3 (c) Hierarchical Regression Analysis ofORS, ELOC (C) and Coping styles 
To detect the multicollinearity, Collinearity diagnostics were carried out for predictors describing 
the given model. Table 4.28 displays the VIF and TV values for the regression model. 
4.28 Multicollinearity Statistics 
Dimensions 
Approach 
Avoidance 
High ELOC (C) 
Approach x High ELOC (C) 
Avoidance =< High ELOC (C) 
Medium ELOC (C) 
Approach x Medium ELOC (C) 
Avoidance x Medium ELOC (C) 
Low ELOC (C) 
Approach x Low ELOC (C) 
Avoidance x Low ELOC (C) 
Collineai 
Tolerance 
0.683 
0.683 
0.729 
0.432 
0.301 
0.707 
0.390 
0.323 
0.718 
0.307 
0.331 
ity Statistics 
VIF 
1.281 
1.285 
1.982 
4.983 
4.445 
1.220 
4.698 
5.505 
2.989 
5.773 
5.984 
As indicated in the above table, the values of VIF for predictors range from 1.281 to 5.984. 
These values are far below the cut off values of 10. In addition, it could be seen that tolerance 
value for all the predictors is almost closer to 1, except the interaction terms, but their VIF values 
are satisfactory. Thus, this indicates that there is no evidence of multicollinearity. It may also be 
noted that the interaction tenus are closer to the limit of multicollinearity values in comparison to 
non-interaction terms. 
After testing the data for multicollinearity, regression analysis was carried out. 
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It may be noted from the above table that Durbin Watson test statistic for models 
under consideration, fall within a desirable ranges i.e. "between" 1.28 to 2.01, which 
is close to the acceptable statistic (i.e. 2). This indicates that the residuals are 
independent; hence, one of the assumptions of regression analysis is complied with. 
Analysis of Block A (table 4.29) - High ELOC (C) as moderator, using 
hierarchical regression analysis, the following variables were entered in the sequence 
described below: 
In model 1, two Coping styles viz; Approach (App) and Avoidance (Avd) Coping 
Styles were entered simultaneously. In model 2, the variable high External Locus of 
Control (C) (H-ELOC) is added to the model along with the two Coping Strategies. In 
model 3, interaction terms of each of the Coping Style (H-ELOC (C) x Approach and 
H-ELOC (C) X Avoidance) were entered simultaneously along with the predictors 
entered in model 2. The interaction terms were constructed by multiplying high ELOC 
(C) by each of the Coping Style. 
Same standards were used to draw inferences from block- B as for other blocks (refer 
box 1). 
The results of hierarchical regression analysis are explained below: 
• In model 1, the variability coefficient R^ = 0.289, implies that 28.90% of the 
variance in Organizational Role Stress (ORS) is accounted for by the Coping 
Styles viz, Approach and Avoidance Coping Styles. 
• In model 2, the variability coefficient R^ = 0.306, implies that 30.60% of the 
variance in Organizational Role Stress {ORS) is accounted for by the Coping 
Styles along with the variable high-External Locus of Control (C). 
• In model 3, the variability coefficient R^ = 0.317 implies that 31.70% of the 
variance in Organizational Role Stress (ORS) is accounted for by the two 
interaction terms viz; App x high-ELOC (O) and Avd x high-ELOC (O). 
The results in table-4.29 (Block A) show that the Approach Coping Style is a 
statistically significant negative predictor of ORS. The variable H-ELOC (C) revealed 
a significant positive effect and also the test of significance of "interaction term" {Avd 
X H-ELOC-Q in model-3 showed a significant positive effect (p < 0.01). Also the 
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"interaction term" {App x H-ELOC-Q showed significant positive results. The two 
terms accounted for 31.70% of the variation in Organizational Role Stress (ORS. 
In other words, it may be noted that high ELOC (C) moderates the relationship 
between Avoidance Coping Styles and ORS (in positive direction) and also 
moderation effect (in positive direction) was seen between ORS and Approach Coping 
Strategy. This means that any of the Coping Strategy viz. Approach or Avoidance 
Coping Styles adopted by doctors having high level of External Locus of Control 
(C) exhibit higher levels of Stress. 
Thus, hypothesis (H/sj) which states that the Avoidance Coping Styles adopted by 
doctors having high level of External Locus of Control (C) exhibit higher levels of 
Stress is supported. And the hypothesis (Hj^j) which states that the Approach Coping 
strategies adopted by doctors with high ELOC (C) exhibit lower levels of Stress ,s not 
supported. 
Analysis of Block B (table - 4.29) - Medium ELOC (C) as moderator, the rt suits 
of hierarchical regression analysis for block B are explained below: 
• hi model 1, the variability coefficient R^ = 0.289, implies that 28.90% cf the 
variance in Organizational Role Stress (ORS) is accounted for by the Ccping 
Styles viz, approach and avoidance coping strategies. 
• In model 2, the variability coefficient R^ = 0.361, implies that 36.10% of the 
variance in Organizational Role Stress (ORS) is accounted for by the Ccping 
Styles along with the variable medium-External Locus of Control (C) 
• In model 3, the variability coefficient R^ = 0.382 that 38.20% of the variance 
in Organizational Role Stress (ORS) is accounted for by the two interaction 
terms viz; App x mediiim-ELOC (C) and Avd x medium-ELOC (C). 
Same standards are used to draw inferences from block- B as for other blocks (refer 
box-1) 
The results in table 4.29 (Block B) show that the Approach Coping Style is 
statistically significant negative predictor of ORS. However, and the variable V/-
ELOC (C) indicated the positive significant indicator of ORS. Both the "interaction 
term" {Avd x M-ELOC-C, p < 0.05) and {App x M-ELOC-C, p < 0.01) in mod.>l-3. 
W) 
showed a significant negative effect (p < 0.05). The two terms accounted for 38.20% 
of the variation in Organizational Role Stress (ORS). 
In other words, it may be noted that medium ELOC (C) moderates the relationship 
between Approach Coping Styles and ORS (in negative direction) and also between 
Avoidance Coping Styles and ORS (in negative direction). This means that any of the 
Coping Styles viz; Approach or Avoidance Coping Styles adopted by doctors 
having medium level of External Locus of Control (O) exhibit lower levels of 
Stress. Thus, hypothesis (Hisj) which states that the Avoidance Coping Styles adopted 
by doctors with medium ELOC (O) exhibit higher levels of Stress is not supported. 
Also the hypothesis (Hjsj) which states that Approach Coping Styles adopted by 
doctors having medium level of External Locus of Control (C) exhibit lower levels of 
Stress is supported. 
Analysis of Block C (table - 29) - Low ELOC as moderator, the results of 
hierarchical regression analysis for block C are explained below: 
• In model 1, the variability coefficient R^  = 0.289, implies that 28.90% of the 
variance in Organizational Role Stress (ORS) is accounted for by the Coping 
Styles viz. Approach and Avoidance Coping Styles. 
• In model 2, the variability coefficient R^  = 0.225, implies that 22.50% of the 
variance in Organizational Role Stress (ORS) is accounted for by the Coping 
Styles along with the variable low-External Locus of Control (C). 
• In model 3, the variability coefficient R^  = 0.231 that 23.10% of the variance 
in Organizational Role Stress (ORS) is accounted for by the two interaction 
terms viz; App x low-ELOC (C) and Avd y- low-ELOC (C). 
Same standards are used to draw inferences from block- B as for other blocks (refer 
box-1) 
The result in table 4.6.5 (b) (Block-C) shows that the Approach Coping Styles, low 
External Locus of Control (C) and the interaction term {App x L-ELOC-Q are 
statistically significant negative predictors of ORS. However, no significant 
contribution of rest of the predictors to model was found. In other words, it may be 
noted that low ILOC moderated the relationship between Approach Coping Styles 
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and ORS (in a negative direction) and failed to moderate the relationship 
between Avoidance Coping Strategy and ORS. 
Thus, hypothesis (Hiss) which states that the Avoidance Coping Styles adopted by 
doctors having low levels of External Locus of Control (C) exhibit higher levels of 
Stress is not supported. Also the hypothesis (Hisn) which states that the Approach 
Coping Styles adopted by doctors with low ELOC (C) exhibit higher levels of Stress is 
also not supported. 
Following inferences may be drawn from the hierarchical moderated regression 
analysis of research variables and the interaction terms: 
• Avoidance Coping Styles adopted by doctors having high level of Infernal 
Locus of Control exhibit higher levels of Stress than the doctors who adopt 
Approach Mode of Coping. 
• Approach Coping Styles adopted by doctors having medium level of Internal 
Locus of Control exhibit lower levels of Stress than the doctors who adopt 
Avoidance Mode of Coping. 
• Low ILOC failed to moderate the relationship between Approach/ Avoidance 
Coping Styles and ORS. 
• Avoidance Coping Styles adopted by doctors having high level of External 
Locus of Control (O) exhibit higher levels of Stress than the doctors who adopt 
Approach Mode of Coping. 
• Approach Coping Styles adopted by doctors having medium level of External 
Locus of Control (O) exhibit lower levels of Stress than the doctors who adopt 
Avoidance Mode of Coping. 
• Low ELOC (O) failed to moderate the relationship between Approach/ 
Avoidance Mode of Coping and ORS. 
• Any of the Mode of Coping viz. Approach or Avoidance Mode of Ccping 
adopted by doctors having high level of External Locus of Control (C) exhibit 
higher levels of Stress. 
• Approach or Avoidance Coping Styles adopted by doctors having me hum 
level of External Locus of Control (O) exhibit lower levels of Stress. 
• Low ILOC moderated the relationship between Approach Coping Strategy and 
ORS (in a negative direction) and failed to moderate the relationship between 
Avoidance Coping Strategy and ORS. 
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4.9 Summary of Moderation effects of LOC variables 
Following table presents the summary of moderation effects of LOC categories on 
Avoidance/Approach Coping Strategies and ORS. 
Table 4.30 Summary of Moderation effects of LOC variables 
LOC Variables 
High ILOC 
Medium ILOC 
Low ILOC 
High ELOC (0) 
Medium ELOC (0) 
Low ELOC (0) 
High ELOC (C) 
Medium ELOC (C) 
Low ELOC (C) 
Avoidance Coping 
Strategy 
(Moderation Effect) 
V 
X 
X 
V 
V 
X 
< 
< 
X 
Approach Coping 
Strategy 
(Moderation Effect) 
X 
V 
X 
X 
V 
X 
V 
V 
V 
V = Moderation effect identified; 'X- — No Moderation effect 
Chapter Summary 
In this chapter the data analysis using SPSS-17 was presented. The results have been 
presented through charts and tables. The resuUs of the study supported some of the 
hypothesis while for others, this was otherwise. The next chapter elaborates on these 
findings. 
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Chapter Five 
Summary of Findings & Managerial Implications 
Results based on data analysis were presented in the last chapter. This chapter focuses 
on the managerial implications of the findings of the study. The chapter begins with 
the summary of findings, followed by a discussion on managerial implications The 
chapter also proposes stress management interventions for this respondent group. 
5.1 Summary of Findings 
Overall findings of the study have been categorized into three sections, on the basis of 
the research instrument used viz; ORS, LOCO inventory and Role Pics. Furthe', the 
findings based on the relational analysis of the variables under study (viz. Role S'ress, 
Locus of Control and Coping styles) have also been elaborated. 
5.1.1 Findings Based On ORS (Role Stress) 
The results of the study indicate that doctors are faced with the reality of 
Organizational Role Stress. The stressors which emerged prominent among doctors 
are Inter Role Distance (IRD), Resource Inadequacy (RIn), and Role Overload (RO). 
5.1.1 (a) Gender based analysis 
Analysis on the basis of Gender indicated that on an average, female doctors 
experience more Stress than their male counterparts. Inter Role Distance (IRD), Role 
Stagnation (RS), Role Erosion (RE), Self-Role Distance (SRD) and Resource 
Inadequacy (RIn) were found to be the dominant stressors among both male and 
female doctors. However, significant differences were observed on stressors, like, 
Role Expectation Conflict (REC), Role Overload (RO) and Personal Inadequacy PI). 
Female doctors scored higher on these three Stressors in comparison to their male 
counterparts. 
5.1.1 (b) Experience based analysis 
Analysis as per the length of experience revealed that senior doctors ha- ing 
experience of 16-25 years feel more stressed at workplace in comparison to junior 
doctors (with experience of less than 16 years) and the senior-most doctors (nith 
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experience of more than 25 years). The significant differences were reported on 
almost all Stressors except Inter Role Distance (IRD) and Role Erosion (RE) and 
Resource Inadequacy (RIn). 
5.1.1 (c) Specialization based analysis 
In the present study, doctors were also divided into six Specialization groups, viz; 
Physicians, Surgeons, Paediatricians, Gynaecologists, Anaesthetists and Dentists. 
Analysis on the basis of specialization of doctors revealed significant differences in 
the overall stress, as well as on all the ten stressors. Paediatricians were found to be 
the most stressed group, followed by Anaesthetists. Least score on stress was reported 
among the Physicians. Surprisingly, Surgeons also scored less on Role Stress in 
comparison to other specialists. 
In the present study, an important finding is in respect of doctors belonging to 
different Geographical extant. Data for the present study was collected from two 
geographical areas viz; Western U.P (Peaceful ambience) and Central Kashmir 
(disturbed ambience). The findings on the basis of geographical areas indicated that 
overall stress scores for doctors performing their role in disturbed ambience is 
significantly higher than the doctors operating in peaceful ambience. 
5.1.2 Findings Based On LOCO Inventory (Locus of Control) 
Locus of Control involves three groups, viz; Internality (I), Externality (O) and 
Externality (C), which have been measured on the basis of 3 sub-scales of Loco 
inventory. The findings, on the basis of sub-scales of loco inventory are presented 
below: 
Analysis of Loco inventory across gender revealed that scores on Internality are 
higher than Externality among all doctors, irrespective of the gender. However, on the 
basis of geographical distribution, significant differences were observed among 
doctors operating in disturbed ambience (Central Kashmir) viz-a-viz peaceful 
ambience (U.P). Doctors belonging to disturbed ambience scored high on internality 
whereas, doctors who were part of peaceful ambience reported acceptable level of 
Internality. In case of Externality (O), large number of doctors fall under low and 
medium Control groups in both the contexts. Analysis of Externality (C) revealed that 
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doctors of disturbed ambience exhibit acceptable score whereas, doctors of disturbed 
ambience score high on Externality (C). 
5.1.3 Findings Based on Role Pics (Coping Styles) 
Based on eight coping styles, Role Pics helps to analyze the Coping Style that a 
respondent may resort to when faced with a stressful situation. The de ailed 
description of the Coping Styles has been presented in chapter 1 (Sec-1.7). 
Analysis of the data revealed that majority of doctors employed Defensive mode of 
coping (Avoidance coping).1\VLS indicates that large number of doctors avoid 
aggression or blame by using various Defensive mechanisms. The second Coping 
Style adopted by the doctors to cope with Stress, followed by Defensive Coping is 
Impersistive Coping Style (Approach Coping). This indicates that the doctors who 
resort to Impersistive Mode of Coping take help of their patience to deal with a 
stressful situation. 
5.1.3 (a) Gender Based Analysis 
Analysis of Coping Styles on the basis of Gender did not show any significant 
differences between male and female doctors. This indicates that the male and female 
doctors make use of Approach as well as Avoidance Coping. However, significant 
differences in the adoption of Coping Styles were found among doctors belonging to 
different Geographical areas viz; 
5.1.3 (b) Area based analysis 
Significant differences in the adoption of Coping Styles were found among doctors 
belonging to different geographical areas viz Central Kashmir & Western U.P. The 
mean score on Avoidance Coping among doctors belonging to disturbed amhi nice 
was found to be higher than the doctors operating in peaceful ambience. This im])lies 
that the doctors working in disturbed environment adopt Avoidance Coping Sivles 
more frequently than the doctors functioning in peaceful ambience. However no 
significant difference was observed in case oiApproach Coping Styles. It's use was 
found to be same among doctors of both the areas. 
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5.1.4: Findings Based on Relational Analysis 
Correlational Analysis between Locus of Control and Role Stress reported that 
doctors having very high and very low Internal Locus of Control are prone to higher 
stress, whereas, acceptable or moderate levels of Internal Locus of Control work to 
reduce the Stress levels. Similarly, it was observed that doctors with higher External 
Locus of Control (Others & Chance) report higher Stress levels. Hence, it may be 
concluded that Medium Internal Locus of Control may be treated as Stress Inhibitor 
whereas; High Internal Locus of Control, High External Locus of Control and Low 
Internal Locus of Control may be called as Stress Inducers. 
Correlation Analysis between Role Stress and Coping Styles indicated a positive 
and significant relationship between Defensive Style of Coping and five Role Stressors 
namely-i?o/e Overload, Inter Role Distance, Self-Role Distance, Resource Inadequacy 
and Role Stagnation. This indicates that when doctors experience these types of 
stresses, they have a tendency to avoid aggression or blame with the help of defensive 
mechanisms. 
Correlation Analysis between Coping Styles and Locus of Control pointed that 
Internal Locus of Control is positively and significantly correlated with Impersistive, 
Intropersistive and Interpersistive Approach Coping Styles. This suggests that doctors 
with Internal Locus of Control confront the problem of stress as a challenge. This 
orientation enhances their capability of dealing with the stress. 
A significant and positive correlation was also found between External Locus of 
Control (O) and Defensive Coping as well as with Extrapunitive Coping. This 
indicates that doctors with External LOC (O) reduce their stress levels either by the 
use of Defensive mechanisms or by turning the blame to some other person or object 
in the environment. 
External Locus of Control (C) was found to be significantly and positively correlated 
with Defensive Coping Style. This indicates that the doctors with External Locus of 
Control (C) reduce their stress levels with the help of Defensive mechanisms. These 
respondents may find excuses for their frustration, without taking any action for the 
solution. 
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Hierarchical moderated regression analysis of the research variables viz; Role 
Stress, Locus of Control and Coping Styles indicated that Avoidance Coping Styles 
adopted by doctors having high level of Internal Locus of Control exhibit higher 
levels of stress than the doctors w h^o adopt Approach Mode of Coping with Role 
Stress. Whereas, Approach Mode of Coping adopted by doctors having Medium Level 
of Internal Locus of Control exhibit lower levels of stress than the doctors who idopt 
Avoidance Mode of Coping. 
Analysis of External Locus of Control showed that Avoidance Coping Styles adapted 
by doctors having High Level of External Locus of Control (Others) exhibit higher 
levels of stress than the doctors who adopt to Approach Mode of Coping. Hov ever. 
Approach Coping Styles adopted by doctors having Medium Level of External IA>CUS 
of Control (Others) exhibit lower levels of stress than the doctors who adopt 
Avoidance Mode of Coping. Further, this study indicated that any of the Coping stvles 
viz, Approach or Avoidance adopted by doctors having High External LOC (Chance) 
exhibit higher Stress levels. While as, doctors having Medium Level of External JA>CUS 
of Control (Chance) and using either Approach or Avoidance Coping record ower 
levels of stress. 
Other important inferences drawn from hierarchical regression analysis (inclading 
moderator variable i.e., LOC) showed that Low Internal LOC as well as Low Exiemal 
LOC failed to moderate the relationship between Approach/Avoidance Coping Stvles 
and Role Stress. This indicated that Low Internal or Low External LOC did not have a 
significant role to play in reducing the levels of Role Stress in combination wita any 
of the Coping styles. 
5.2 Managerial Implications 
The findings of this study can offer insights to administrators and policy maki;rs in 
healthcare sector in providing a stress-free working climate. This may help to 
decrease side effects and consequences of Role Stress and increase productiv t\ of 
doctors. Furthermore, it may also help doctors to explore the sources of stres, and 
choose the relevant coping style. In the light of the findings of the study, a few nress 
management interventions which would help doctors develop healthy coping stvles 
have been suggested. 
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Moreover, it is a well-researched fact that individuals differ in their response to stress 
situation. Many researchers (Robbins, 1996; Ramamurti, 1991, Beehr & Newman, 
1978) have attributed this difference to the personality related factors of an individual. 
One importaQt personality construct i.e. Locus of Control has been reported as an 
antecedent of Stress (Organ & Green, 1974; Kliewer & Sandier, 1990). Li the present 
study, an attempt has been made to explore this issue further. Previous studies (Singh 
& Rhoads, 1991; Kalvers & Fogarty, 2005) reported that people having Internal 
Locus of Control experience less Stress. The findings of the present study are 
somewhat different. In this study respondents were classified into three categories-
high, medium and low on the basis of their scores on Locus of Control, as proposed by 
Pareek, 1998 (the detailed description has been presented in chapter-4, sec-4.4). These 
categories describe the desirable and undesirable range of all the three sub-types of 
Locus of Control i.e. Internal Locus of Control (ILOC), External Locus of Control 
(others) (ELOC-O), and External Locus of Control (chance) (ELOC-C). An important 
finding of the study was that High and Low Internal LOC leads to higher Stress 
levels. However, Moderate Level of Internal LOC reduces the Stress level among 
doctors. Similarly, analysis oiExternal LOC (O) and External LOC (C) indicated that 
doctors with higher ELOC (C, O) also experience appreciable amount of Stress. 
However, medium and low scores on ELOC (C, O) failed to show any significant 
relationship with Role Stress. It may be concluded from the aforementioned 
discussion that it is the moderate level of Internal LOC which actually contributes to 
reducing stress levels among the respondent group. Furthermore, extreme levels of 
any of the two loci i.e. Internal LOC and External LOC (C, O) act as Stress Inducers. 
The present study also attempted to investigate the moderating role of Locus of 
Control on Coping Styles and Role Stress. It was found that Approach Coping Styles 
adopted by the respondent group having Medium Internal Locus of Control exhibit 
lower levels of stress. This again substantiates the above finding that doctors having 
Moderate Level of Internal Locus of Control tend to adopt Approach/Functional 
Coping Styles, thereby reducing levels of stress among them. This important finding 
may be of significant help to the respondent group to understand the reality of stress 
vis-a-vis personality construct i.e. Locus of Control. This may help design suitable 
stress management interventions as well. 
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5.2.1 Stress Management 
Workplace stress has emerged as a focal theme of research in work organizations due 
to its far-reaching consequences for employee and organizational well-being. 
Researchers have generally focused on various dimensions of stress constructs viz; 
sources, correlates, determinants and its consequences. However, they have neg ected 
the vital component i.e. stress management. This limitation may be noted in stress 
related researches among varied occupational groups but it is more severe in case of 
healthcare professionals. The researchers have attempted to evaluate the available 
literature on stress management in general and healthcare sector in particular. Several 
frameworks have been developed for the measurement of Role Stress. For exanple, 
Plutchik (1982) has proposed eight basic coping styles to reduce stress; suppression 
(avoid the stressor), help seeking, replacement (engage in direct stress-reducing 
activities), blame (other or the system), mapping (collect more information), re\ ersal 
(act opposite to the way one feels), substitution (engage in indirect stress reducing 
activities), and minimization (minimize the importance of the stressfiil situaiion). 
None of these coping styles is inherently either good or bad. How well the styles vvork 
depends on the situation, how they are used, and the degree to which they are used. 
Tubesingh &Tubesingh (1982) pointed out that coping with stress depends on the 
skills of the individual and the applied skill on the problem resolution b} the 
individual decides the outcome of stress. They have categorized these skills as: 
Table 5.1: Stress Skills 
Overall Strategy 
Personal Management 
Self-regulation skills for organizing time and 
energy expenditure values 
Relationship 
Scene changing skills for altering the 
environment and interaction with it. 
Skill 
Valuing: 
Aligning energy investment with <;ore 
Personal Planning: 
Setting goals and progressing steadily towards 
accomplishment 
Commitment: 
Saying "Yes" wholeheartedly 
Time Management: 
Setting priorities to spend time eft^c tivch 
Pacing: 
Regulating the tempo of life 
Contact: 
Forming satisfying friendships 
Listening: 
Tuning into others feelings and nuaniiu 
W 
Outlook 
Change your mind skills for controlling 
attitudes and perceptions 
Stamina 
Body-building skills to strengthen resistance 
and relieve tension 
Assertiveness: 
Attending to self and boundaries 
Fight: 
Standing firm to effect change 
Flight: 
Retreating from the pressure 
Nest building: 
Beautifying the environment 
Relabeling: 
Seeing the promise in the problem 
Surrender: 
Letting go and letting be 
Faith: 
Accepting limits and the unknowable 
Whisper: 
Talking positively to self 
Imagination: 
Using creativity and humor 
Exercise 
Strengthening and fine-tuning the body 
Nourishment: 
Eating for health 
Gentleness: 
Treat self with care and kindness 
Relaxation: 
Cruising in neutral and replenishing resources 
Source: Paine, W.S.(ed.) (1982). 
Taking a clue from the proposed interventions in Table 5.1, researchers have 
attempted to formulate the stress management interventions for doctors taking the 
nature of their job into consideration. 
5,2.2 Stress Management among Doctors 
There are distinct characteristics of the doctor's job viz; long working hours, night 
shifts, work overload, inherent risk in case of communicable diseases etc. These job 
characteristics have not adequately been accounted for in stress management 
literature. It is against this backdrop that the present study has attempted to propose 
stress coping interventions for doctors. In the next section, various stress 
management interventions among doctors based on the review of available literature 
and the findings of the study is presented. 
The review of literature and personal interaction with doctors led the researcher to 
crystallize ideas about reality of Role Stress among doctors. These characteristics are 
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inherent to the doctor's role, hi accordance with these findings few stress 
management interventions have been proposed. 
• Doctors tend to be perfectionist and seek approval. Majority of doctors under 
this survey were found to have Internal Locus of Control i.e. they perceive 
reinforcement and events that follow one's own actions, dependent to thei' own 
performance or personality. Although it is a well-documented fact that Imemal 
Locus of Control is an effective personality construct. However, if it goes 
beyond a certain level, it may have serious consequences. In the present sttdy, it 
was observed that high Internal Locus of Control may instill chronic self-doubt 
among doctors, if something undesirable happens to their patients. They may 
indulge in self-blame. This contributes to acute stress among doctors. 
• To be a good doctor, one needs to be involved with patients humanely yet they 
have to remain objective and survive emotionally. This ought to detach 
themselves from the pain and sufferings of their patients. However, if they are 
unable to develop this orientation, it may keep them under constant strain. It 
may also be emotionally quite demanding. 
• The nature of doctors job is such that the conscientious lot amongst them may 
feel that even after spending major chunk of their time to their jobs physically, 
mentally and emotionally; they are often not given due recognition of their 
efforts. Long working hours have potential to contribute to poor family 
relationships as well {Inter Role Distance). 
• Doctors are always under the threat of complaints and violence. Even if they try 
their best to save the lives of patients, and if something untoward happens, they 
are blamed. Instead of acknowledging their efforts, they are labeled as 
negligent. This keeps doctors in a state of pressure, resulting in high s ress 
levels among them. 
Managing stress among doctors involves a combination of support systems ir the 
workplace i.e. organizational interventions and training them for adopting 
appropriate coping styles i.e. individual coping styles. Consonant with ihe 
findings of the study, an attempt has been made to suggest few Stress COJUIVJ: 
Styles for doctors. Following measures may be helpful in managing the stress. 
M 
5.2.2 (a) Coping Styles among Doctors 
Coping consists of the particular thoughts and behaviours a person uses to manage the 
demands of a particular person-environment transaction that has relevance with his or 
her well-being (Lazarus & Folkman, 1984). Employing the aforementioned definition 
of Coping, following suggestions can be offered regarding doctor's Coping Styles 
with respect to ten Role Stressors: 
> Coping with Inter Role Distance 
Demands of excessive workload and long working hours consequently affect the 
performance of doctors at work and personal life. Correlational analysis of Role 
Stress and Coping Styles revealed that doctors resorted to Defensive Style to cope 
with this Stressor. This indicated that when doctors experience IRD, they have a 
tendency to avoid aggression or blame with the help oiDefence mechanisms. 
At individual level, doctors may adopt following Coping Styles in managing the 
work-life conflict: 
• Defining balance i.e. how much time needs to be set for work and how much 
time needs to be reserved for family. 
• Setting Firewalls i.e. determining when to work and work only during those 
hours. However, doctor's job involves emergencies but they crop up less often 
when we define our boundaries. 
• Separating personal & professional communication lines: During the 
researcher's interaction with doctors in the present study, it was noted that 
most of the doctors after finishing their respective jobs in government 
hospitals work in their private clinics. This adds on to their stress levels. This 
indicated that the problem of work-life balance is also related to the desire to 
earn more. 
Another noteworthy feature of doctors experiencing inter role distance is that 
work-life imbalance is more grave when both the partners are doctors. This gives 
rise to time-based difficulties for long working hours, leaving their home and 
work life disturbed. The desirable approach to resolve this conflict in dual-doctor 
partnership is Role Negotiation i.e. process of establishing the mutuality among 
roles and getting necessary help to handle work and non-work roles more 
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effectively. Both the partners may negotiate on the responsibilities for all domestic 
and non-domestic work. 
At organizational level, following initiatives may help doctors to manage the 
stress levels: 
• Organizations may provide doctors "Flexibility with start and finish time." 
• Family and team building activities may be conducted on monthly basis. 
• Exercise & wellness programs may be offered. 
• May give them off-time in lieu of extra hours worked. 
• Provide them time off to attend children related activities 
• Arranging Employee Assistance Programmes (EAP) i.e. work-liased 
intervention program designed to improve the general psychological well-
being of all employees and includes services for immediate family members. 
> Coping with Role Overload 
Work overload occurs whenever we have too little time for too much work, which 
constrains us to work way beyond our regular overtime. Things such as unrealistic 
deadlines, lack of appropriate break periods, and increasingly heightened 
expectations are common causes of role overload stress that exist throughout a 
wide variety of occupations (Shimazu & Kosugi, 2003). 
Heavy workload can be tiring in its own right, it often drives the doctors to v^(.)rk 
much longer hours than they would really like to do. In the present study, Role 
Overload emerged as one of the potent stressors among doctors. The main reason 
for heavy workloads among doctors was found to be the inadequacy of staff in 
hospitals. Following recommendations may help doctors to cope with role 
overload at an individual level. Instead of learning how to deal with \v'ork 
overload as it happens, steps can be taken to avoid the stressor altogether. 
• Setting Priorities: Prioritization helps to focus on high-priority tasks that 
contribute towards the intended output. The less familiar or less comfort ihle 
roles may be pushed lower down in the priority list and even neglected. 
• Elimination of unimportant tasks: Work overload does not only consist of 
highly important tasks, but also less important or even unnecessary tasks that 
could save one a lot of time, if cancelled. 
• Planning and Organizing: In situations when doctors are confronted with 
work overload, creating a to-do-list or even an action plan may help them to 
tackle an apparently chaotic situation. 
• Taking a break: Leave the work environment when the demands become 
unreasonable. Making the most of workday breaks. Taking time off, whether 
it's a two-week vacation or just a long weekend. 
• Speak to Management or Colleague before work overload becomes a serious 
problem. 
For example, one technique is to speak to superiors and understand what kind of 
output is expected from certain positions (Shimazu & Kosugi, 2003). hi this way, it 
becomes easy to understand when certain tasks are out of the realm of expectation. 
This can help to develop motivation and a positive outlook on work. 
In the present study, it was found that senior doctors were more stressed on account of 
role overload than their junior counterparts. The reason being, that the senior doctors 
besides their routine job have to shoulder administrative responsibilities as well. In 
order to overcome this stressor, they can delegate at least some part of their work. 
Time-intensive easy tasks which can be done by someone with less experience can be 
delegated to the doctors undergoing internship. 
At organizational level, following stress management interventions can be of help: 
Role Clarity: Clarifying the roles to doctors 
Selecting and assigning positions to doctors related to their competencies and 
specializations 
Availability of adequate staff: The main reason of work overload was found to be 
inadequate staff. It is the role of management to ensure on the availability of staff 
> Coping with Self Role Distance 
Self-Role Distance (SRD) shows the conflict between the incumbent's self-
concept and demands of the role he occupies. SRD also emerged as one of the 
potent stressors among the respondent group. The high scores on SRD might be 
because of the fact that these professionals are called upon to perform tasks that 
are against their better judgement. During the researcher's interaction with the 
respondent group, a doctor said "I am supposed to make duty roasters and I 
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• 
• 
believe I am trained for curing ailments of patients than making duty roasters."' As 
a result their interest may drain out from their roles and they are likely to be 
ineffective. 
To cope with this stressor at individual level, following coping styles may be of 
help: 
Analyzing Strengths: Knowing what one is good at. "Most people thM they 
know what they are good at but they are usually wrong (Drucker). " Feedback 
analysis could be used to find out one's strengths (Drucker). In the course of 
finding out one's strengths, a person will also come to know what he is not good 
at. 
Analyzing aspects of the Role in which he may use his strengths. 
Taking responsibility for Communication: After analyzing the strengths and 
aspects of the given role, it is the responsibility of the person to tell their bosses 
what they are good at, what they can do effectively and what not. 
Pareek (1993) noted that in order to overcome SRD, an attempt has to be made to 
grow into the role and make the role grow. The aforementioned coping stra egies 
may prove to be a systematic effort towards growing and making the role grow. 
At organizational level, following stress management interventions may work: 
Clarifying the role and performance expectations: Superiors may clarify to 
their subordinates what they are expected to do. Ask them if they are comfo table 
and would be able to perform as per their expectations. 
Assigning the Tasks as per the training and expertise: Senior doctors may 
utilize the full potential of their junior counterparts if they engage them in those 
roles where their strengths lie. This may help both the individual doctor in 
retaining the interest in the job and also will contribute towards the productivitv of 
the organization. 
Facilitating Positive Work Culture: So that employees feel comfortable in 
communicating their concerns to their respective bosses. 
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> Coping with Resource Inadequacy: Resource Inadequacy (RIn) represents the 
feeling of lack of resources required for effective performance in terms of 
information, people, material, finance, facilities etc. RIn also emerged as a potent 
stressor among doctors. Respondents had a feeling of lagging behind in terms of 
modem equipments and technology to combat the serious diseases. They also felt 
the dearth of workshops and conferences in their respective institutions, which 
resulted in lack of information about new advancements in medical sciences. 
To overcome this stressor, it is more of a responsibility of organization than on 
individual doctor. At organizational level, effective augmentation/redistribution of 
resources and/or measures for conservation of resources are required for 
overcoming resource inadequacy (Srivastav 2007). 
At individual level, doctors may build their competencies by attending 
workshops and conferences as and when feasible. Moreover, technology has made 
the things convenient and simpler. They may equip themselves with the 
information on advancements taking place in medical science by making use of 
the modem technology, for example, through internet and/or interacting with 
doctors in other parts of the world through Video conferencing. The ways and 
innumerable, it just requires a will to build oneselves into more competent and 
effective employees. 
> Coping with Role Erosion: Role Erosion is a feeling that fiinctions that should 
belong to incumbent's role are being transferred/performed/shared by other roles. 
Considerable number of doctors scored high on this stressor. The normal reaction 
in this situation may be that the individuals may fight for the rights of the role. 
However, this may not solve the problem as the basic conflict may continue. 
Such interventions are required that may help role occupants to recognize and 
increase the importance of his/her role. Various strategies coping with role 
erosion have been suggested. For example, Srivastav, (2007) believes that in 
order to cope with role erosion, the role needs to be enriched with additional 
functions which are relevant for the organization and the role in question. Role 
occupants may be given more responsibility, more meaningful work and 
increased feedback to reduce the feeling of role erosion. Pareek (1983) suggested 
that Job Enrichment could be employed by analyzing the role systematically and 
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helping the individuals see the various strengths and challenges in the role that 
might not have been perceived earlier. These enriched jobs may eliminate the 
stressors which are found in routine jobs (Luthans, 1995). 
> Coping with Role Stagnation: The feeling of being stuck up in the same place or 
same over a long period of time is Role Stagnation. Sometimes the role occupant 
gets promotion but nature of the job remains the same. It results in the perception 
that there is no opportunity for career advancement. 
Role Stagnation has emerged as a less significant contributor to overall 
organizational stress. However doctors across different specialization groups 
reported significant difference on Role Stagnation. This stressor was found to be 
more in anesthetists, followed hy gynecologists. Pareek (1983) suggested that the 
functional approach to deal with this stressor is Role Transition i.e. taking up a 
new role and giving up the previous role, howsoever successftil and satisfying it 
may have been. However, in case of doctors the problem is because of limited 
promotional opportunities and the nature of promotional schemes in the 
government hospitals. It is evident from the findings of the study that as doctors 
grow in their role, their mean scores on Role Stagnation also increases. This 
indicates that the promotional policies in case of gov.emment hospitals are not up 
to the mark. 
Another important finding of the study is that when doctors are promoted, they 
are supposed to handle more of administrative assignments than their clinical 
practices. They cause discomfort. They believe that they are trained for clinical 
practices and handling administration is not the part of their job. Researcher's 
interaction with senior doctors pointed towards the fact that they believe 
"Administrafion is the job of Administrators-people who are trained for handing 
those responsibilities." This point needs to be taken care of So, Redesigning of 
Promotional policies in consultation with the role occupants may he]|) to 
overcome the problem. 
> Coping With Personal Inadequacy: This stressor suggests a perceived feeling 
of incompetence among role occupants for effective job performance. Persons 
having a feeling of Personal Inadequacy do not find themselves fully equippei to 
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handle their job related responsibilities. Imparting training to handle the various 
functions of one's role, conducting workshop on the recent advancements of 
medical science, motivating and facilitating the staff to attend the workshops and 
conferences held in and outside the country may help to overcome the problem of 
Personal Inadequacy among doctors. 
> Coping With Role Isolation: Role Isolation arises when a person has a weak 
bond between his/her role and some other roles in an organization. Pareek (1983) 
suggested that a Dysfunctional Strategy to overcome RI is Role Boundedness i.e. 
the role occupant may negotiate this problem by playing his/her role efficiently 
but avoiding interaction with others. This strategy avoids possible conflict but 
doctors need to work in a team, especially surgeons and anesthetists. The 
environment of boundedness won't work in case of these specialists. A functional 
approach to cope with RI may be developing Role Linkages (Pareek, 1983). The 
doctors can resort to open communication wherever and whenever needed. They 
may talk to their seniors if they feel isolated but for the implementation of this 
strategy, fostering the positive work environment is a pre-requisite. 
> Coping With Role Ambiguity: When role related information is unclear to 
the role occupants. Role ambiguity arises. The combined score for doctors on this 
stressor is low. However, RA was found highest among doctors having length of 
experience 16-25 years, followed by doctors having above 26 years of 
experience. The senior doctors are called upon to perform variety of jobs, which 
necessarily may not fall within the domain they are trained for. In comparison to 
this, the younger doctors are assigned defined tasks at initial stages of their 
career. 
In order to cope with Role Ambiguity, the role occupant may remove ambiguity by 
fitting into the role as described by other's expectation i.e. Role Taking (Pareek, 
1983). This is a Dysfunctional Stress Coping Style. A Functional strategy may be 
to seek role clarification from various sources and define the role in the light of 
such clarifications. A more creative option is Role Making i.e. analyzing the 
strengths and take steps in making the more challenging. 
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> Coping With Role Expectation Conflict: Role Expectation Conflict surfaces 
when expectations or demands by different role senders are at variance. RE C 
is the least contributor to overall stress level among doctors. An Avoidance 
strategy to overcome this problem is Role Shrinkage i.e. to eliminate those 
expectations from the role that may be in conflict with other's expectatiors. 
However, this is a dysfunctional approach as it restricts the performance ot a 
larger role. 
The approach strategy of handling this conflict is Establishing linkage with other 
roles. Introduction of new ways of negotiating conflicting expectations may solve 
the problem. 
Table; 5.2: Stress Coping Strategies among Doctors 
Role Stressor 
Inter Role 
Distance 
(IRD) 
Stress Coping strategies 
Individual Coping; 
> Defining Balance, in time between work and family 
> Setting Firewalls, determining when to work and work 
only during those hours 
> Separating Communication Lines, Between personal and 
professional life 
> 
Organizational Interventions: 
> Providing flexibility with start and finishing time. 
> Introducing family and team building activities. 
> Offering exercise and wellness programmes. 
> Giving role occupants time off in lieu of extra hours worked 
> Arranging Employee Assistance Programmes (EAP) 
-9 
Role 
Overload 
(RO) 
Self-Role 
Distance 
(SRD) 
Resource 
Inadequacy 
(RIn) 
Role Erosion 
(RE) 
Role 
Stagnation 
(RS) 
Personal 
Inadequacy 
(PI) 
Individual Coping: 
> Setting Priorities 
Focusing on high priority tasks 
> Elimination of Unimportant work 
Removing unimportant or less important tasks can save time 
> Organizing and Planning 
Creating to-do list or an action plan 
> Taking a Break 
Leaving work environment when demands become 
unreasonable 
> Speak to Management or Colleague: 
Speak to supervisors as what kind of output is expected 
Organizational Interventions: 
> Role Clarification 
> Selecting and assigning positions 
> Availability of adequate staff 
Individual Coping: 
> Analyzing Strengths 
Knowing what one is good at 
> Analyzing Aspects of the Role 
Where strengths can be used 
> Taking Responsibility for Communication 
Telling their bosses what they are good at and what not 
Organizational Interventions: 
> Clarifying the role and performance expectations 
> Assigning the task as per the training and expertise 
> Facilitating positive work culture 
Individual Coping: 
Role occupants need to build individual competencies 
Organizational Interventions: 
Effective augmentation/ redistribution of resources and measures for 
conservation of resources may be taken 
> Job enrichment 
Role occupants may be given more responsibility, more 
meaningful work and increased feedback 
Role Transition 
Taking a new role and giving up the previous role 
Redesigning the promotional policies 
Building competence 
Imparting training 
Conducting workshops on recent advancements in medical sciences. 
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Role 
Isolation 
(RI) 
Role 
Ambiguity 
(RA) 
Role 
Expectation 
Conflict 
(REC) 
Role boundedness, plajdng one's role and avoiding interaction with 
other roles 
Role Linkages, linking one's role with other roles 
Role Taking, fitting into a role as expected 
Role Clarification, seeking clarification about the various aspects of 
one's role 
Role Shrinkage, eliminating those expectations that are in conflict 
Establishing linkages with other roles 
Source: Researcher's distillation 
5.3 Coping with Stress Viz-a-Viz Locus of Control 
A person's sense of control over the events of his life indicates where his "locus" lies. 
Locus refers to where a person assigns responsibility. This sense of control is made up 
of the beliefs a person holds regarding his ability to affect the events in his life. These 
beliefs, in turn, affect how he thinks and how he believes within his everyday life. 
Individuals with an Internal Locus of Control believe that events in their life derive 
primarily from their own actions. However, individuals who view external events as 
the controlling forces in their lives typically feel as if they have little to no control 
over their life circumstances. 
When stress enters the picture, a person's Locus of Control can determine how well 
he's able to cope with the stressful life events. Substantial research has been carried 
out on Locus of Control in the workplace viz-a-viz stress and employee's well-being 
(e.g. Organ & Green, 1974; Spector, 1988; Cohen & Edwards, 1989; Wilson et al., 
1990; Spector & O'Connell, 1994). The findings of most of such studies pointed that 
internals experienced less Role Ambiguity, have greater control over situations and 
experience less stress (Vom-Emster& Harrison, 1998; Kalbers and Fogarty, 20(i5). 
Research has also shown that individuals who are inclined to view events as more 
internally controllable tend to exhibit higher levels of coping efficacy (Chwalisz, 
1992; Rahim, 1996). Conversely, Externals have been found to adopt to poor Coping 
Styles, and possess self-defeating personality (Folkman, 1984; Schill & Beyler. 19S2). 
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The findings of the present study indicated that the respondents having either High 
Internal or High External Locus of Control exhibit higher Stress levels. It may be 
pointed that doctors with a strong Internal Locus of Control tend to be very 
achievement-oriented, and this can leave people around them feeling trampled. And 
with a very strong Internal Locus of Control, there is also a tendency to want to 
control everything, and this can lead to difficulties in taking direction. 
The study also observed that the doctors with Moderate Level of Control whether 
internal or external exhibit lower stress levels and are better able to cope with 
stressful life events. Consonant with the findings of the study, it may be concluded 
that Moderation is the best path. So, doctors need to work on maintaining this 
moderate level of control viz; Internal and External. 
Al-Siebert (2005) also believes that both sets of beliefs (i.e. Internal and External) are 
self-validating and self-fiilfilling. People who believe that their fate is under the 
control of outside forces act in ways that confirm their beliefs. People who know they 
can do things to make their life better act in ways to confirm their beliefs. He believes 
that by mastering the five stages of development, people can learn to stand up to 
stressful life events, overcome obstacles and meet life head on. Those five stages are: 
• Sustaining health, energy, and positive feelings 
• Handling challenges 
• Achieving positive self-esteem, self-confidence, and self-concept 
• Honing the skills and attributes of highly resilient people. The resilient man 
understands that the only thing he can control is himself Only he can change his 
circumstances and only he can control how he reacts to adversity. 
• Developing a talent for serendipity. 
Following suggestions may be offered to overcome stressful situations among 
doctors: 
> Improving problem-solving and decision-making skills. This may help people 
to gain the confidence and the belief on themselves. 
> Expanding the mind to new possibilities. Keeping the mind open to welcome 
the information without labeling it good or bad. 
> Developing self-confidence (not over-confidence. 
> Maintaining humor and optimism during rough times. 
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> Becoming both self-reliant and socially responsible. 
> Due recognition of other's functions in a given role to meet its desired end. 
But avoiding keeping fate in other's hands. 
These strategies are in the form of proposals only. The research is needed io 
understand the implications. 
Chapter Summary 
The discussion in the first section of this chapter provided summary of findings of the 
study. The second part provided the managerial implications related to Locus of 
Control, Coping Styles and Role Stress. The interaction of these three variables and 
their bearing on each other has also been detailed out. Based on the findings of the 
study stress management intervendons both at individual and organizational level 
have been presented. Last section of the chapter presented the role of personality 
construct Locus of Control on stressful life events. Accordingly, a few 
recommendations for the respondent group have been suggested. 
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Chapter Six 
Summary, Conclusion and Future Research Directions 
6.1 Introduction 
This chapter presents the overall summary and conclusion of the study. It also covers 
the directions for the future research based on the findings of the study. 
6.2 Summary 
The study focuses on measuring the organizational Role Stress experienced by 
doctors. This study was undertaken to understand the nature and levels of Role Stress 
among doctors in government hospitals. Based on the review of available literature, it 
was observed that a large number of studies on Role Stress have been carried out in 
context of other occupational groups. However, studies on Role Stress among 
healthcare professional in India are scarce. Findings of the study indicate that doctors 
experience an appreciable amount of stress at workplace. 
The study also focused on the relationship between three variables Role Stress, Locus 
of Control and Coping Styles adopted by the respondents. The findings based on the 
relational analysis pointed that these three variables in one or the other way have a 
bearing on each other. In line with the findings of the study, several stress 
management interventions have been proposed, taking into consideration the inter-
relationship between these three variables. 
Role Stress formed our basic dependent variable. Dimensions of ORS are.- Inter Role 
Distance (IRD), Role Stagnation (RS), Role Expectation Conflict (REC), Role Erosion 
(RE), Role Overload (RO), Role Isolation (RI), Personal Inadequacy (PI), Self-Role 
Distance (SRD), Role Ambiguity (RA), Resource Inadequacy (RIn). Organizational 
Role Stress (ORS) scale proposed by Pareek (1986) has been used for measuring Role 
Stress among doctors. 
Independent variable for the study was Coping Styles. Two types of Coping Styles 
viz; Approach and Avoidance Coping were considered. There were further sub-
divided into four categories each. Approach - Impersistive (m), Intropersistive (i), 
Extrapersistive (e) and Interpersistive (n). Avoidance - Impunitive (I), Intropunitive 
164 
(I), Extrapunitive (E) and Defensive (D). For measuring the Coping Styles Role Pica 
instrument proposed by Pareek (1986) has been used. This measurement tool helps to 
assess the coping styles in relation to the Organizational Role Stress. 
An important variable in the study was a moderating variable i.e. Locus of Control. 
LOC has two dimensions viz; Internal Locus of Control (ILOC) and External Loc.is 
of Control (ELOC). ELOC was further sub-divided into two types i.e. Externality 
(Others) and Externality (Chance). To identify the type of loci among the respondeat 
group, LOCO Inventory, proposed by Levenson (1972), Pareek (1998) has bei^ n 
employed for collecting the data for the present study. 
Pilot study was carried out to confirm the respondent's ease of understanding 
questions. The respondents suggested shght changes in the "Role Pics'' questionnaire 
The changes were made which helped the respondents in understanding tlie 
questionnaire more easily. The final research instrument consisted of four sections. 
First section was about the demographic details of the respondents viz; Gender. 
Experience and Specialization. Second section consisted of questions regarding Locus 
of Control, followed by third section i.e. statements related to Role Stress. The last 
section of the questionnaire consisted of 24 pictorial questions about Coping stylos 
adopted by respondents. The instrument was administered on 500 male and female 
doctors, approached through Area Cluster Sampling, at government hospitals n 
Central Kashmir and Western Uttar Pradesh. 381 filled questionnaires were receivc'l, 
out of which 334 were found complete in all respects. The data was cleaned, coded 
and finally subjected to analysis by using software for statistical analysis i.e. SPSS 
(Statistical Package for Social Sciences). The major findings of the study aie 
presented below: 
> Although standard research instruments having confirmed reliability ard 
validity were used but these aspects were reconfirmed in the present study. All 
the three scales exhibited acceptable reliability coefficients. 
> The findings of the study indicated that the profession of doctors is a highly 
stressfiil occupation. Doctors scored higher on four Role Stressors viz; Intir 
Role Distance (IRD), Resource Inadequacy (RIn), Role Overload (RO) and 
Self Role Distance (SRD). 
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> Gender-wise analysis pointed that significant differences arise in overall stress 
levels. Besides, overall Stress, significant differences were observed on five 
stressors, namely; Role Expectation Conflict (REC), Role Overload (RO), Role 
Isolation (RI), Personal Inadequacy (PI), and Role Ambiguity (RA). 
> Respondents were divided in four groups on the basis of their length of 
service. Findings of the study indicated that differences exist among doctors 
belonging to varied groups of experience. Significant differences were 
observed on seven stressors, namely; Role Stagnation (RS), Role Expectation 
Conflict (REC), Role Overload (RO), Role Isolation (RI), Personal 
Inadequacy (PI), Self-Role Distance (SRD) and Role Ambiguity (RA). 
> Differences in the stress levels among doctors as per Specialization and 
Geographical extant have been observed in overall Role Stress, as well as on 
all the ten Role Stressors, viz, IRD, RS REC, RE, RO, RI, PI SRD, RA, RIn. 
> Overall analysis on the basis of LOCO Inventory pointed that 57% 
respondents possess High Internal Locus of Control, 42% fall under Medium 
ILOC category and only 1% of respondents figured on Low ILOC. 
> Results of External Locus of Control (Others) indicated that 42% and 4% 
respondents scored High and Low on ELOC (O) respectively. Rest of the 54% 
respondents exhibited Moderate level of ELOC (O). Similarly, 13% and 23% 
respondents scored high and low on External Locus of Control (Chance), 
whereas, 64% respondents figure on Moderate level of ELOC (C. 
> Analysis of LOCO Inventory on the basis of Gender didn't show any 
significant difference in the Locus of Control orientation among doctors. 
> Significant differences in ILOC, ELOC (O) and ELOC (C), were found among 
doctors on the basis of the Geographical area. It may be noted that the doctors 
belonging to disturbed ambience (Central Kashmir) scored high on Internality 
i.e. more than the desirable range. However, doctors working in the peaceful 
ambience (Western U.P) exhibited acceptable level of Internality. In case of 
ELOC (O), ELOC (C), large number of respondents belonging to disturbed 
ambience, falls under low control groups and acceptable levels respectively 
However, in peaceful ambience large number of respondents fall under low 
and medium control groups in case of ELOC (O). Also a large number of 
respondents fall in high range of Externality in case of ELOC (C). 
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> Overall analysis of Coping Styles as per Role Pics indicated that Defensive 
Coping Style {Avoidance Coping) is the dominant mode of coping, followed 
by Impersistive Coping Style (Approach Coping) among doctors. 
> Gender-wise analysis indicated that there are no significant differences in 
coping styles between male and female doctors. However, significant 
differences in the adoption of Avoidance Coping Styles were observ(;d 
between doctors belonging to two different Geographical areas. Scores on 
Avoidance Coping were on higher side in case of doctors belonging lo 
disturbed ambience. However, in case of Approach Coping, no significant 
differences exist. 
> Co-relational Analysis of research variables viz, Role Stress, Locus of Control 
and Coping Styles indicated the following points: 
• Doctors with moderate levels of Internal Locus of Control exhibit 
lower levels of Stress. 
• Doctors with high Internal Locus of Control, high External Locus if 
Control (O) and high External Locus of Control (C) exhibit highir 
levels of Stress. 
• Doctors adapt varied Coping Styles to overcome the problem of Stress 
The dominant Coping Styles was found to be Defensive Styl's 
{Avoidance Style). However, Impersistive style {Approach Copiiig 
Style) is closely followed by dominant strategy. 
• Doctors with Internal Locus of Control make use of Approach Copifg 
Style, except, Extrapersistive Coping Style. 
• Doctors with both variables of External Locus of Control adail 
Defensive Mode of Coping. In case of ELOC (O), Extrapuniti^e 
Coping is also used. 
> Results on the basis of Hierarchical Moderated Regression can be summed i p 
in the following points: 
• Avoidance Coping Style adopted by doctors having high level ()/ 
Internal Locus of Control exhibit higher levels of Stress than tie 
doctors who adopt Approach Mode of Coping. 
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• Approach Coping Style adopted by doctors having medium level of 
Internal Locus of Control exhibit lower levels of Stress than the 
doctors who adopt Avoidance Mode of Coping. 
• Low ILOC failed to moderate the relationship between Approach/ 
Avoidance Coping Style and ORS. 
• Avoidance Coping Style adopted by doctors having high level of 
External Locus of Control (O) exhibit higher levels of Stress than the 
doctors who adopt Approach Mode of Coping. 
• Approach Coping Style adopted by doctors having medium level of 
External Locus of Control (O) exhibit lower levels of Stress than the 
doctors who adopt Avoidance Mode of Coping. 
• Low ELOC (O) failed to moderate the relationship between Approach / 
avoidance Coping Style and ORS. 
• Any of the Coping Style viz. Approach or Avoidance Coping Style 
adopted by doctors having high level of External Locus of Control (C) 
exhibit higher levels of Stress. 
• Approach or Avoidance Coping Style adopted by doctors having 
medium level of External Locus of Control (O) exhibit lower levels of 
^^re^^ than the doctors. 
• Low ILOC moderated the relationship between Approach Coping Style 
and ORS (in a negative direction) and failed to moderate the 
relationship between Avoidance Coping Style and ORS. 
6.3 Conclusion 
In the light of the findings of the study, it can be concluded that doctors in 
government hospitals in India are exhibiting a significant level of Organizational Role 
Stress. Stress management interventions are needed to cope with the high levels of 
stress. Further, personality construct i.e. Locus of Control moderates the relationship 
between Coping styles and Role Stress. Moderate levels of both Interna] and External 
Loci has been found as an acceptable control, which has a role to play in reducing the 
levels of Stress, when interacts with the Coping Styles. Based on the findings, the 
study proposed a few stress management interventions based on individual and 
organizational level. Also an attempt has been made to propose Coping Styles for 
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managing Stress levels viz-a-viz Locus of Control. There is a need to emphasize 
management of stress among doctors on a wider scale. Government hospitals need 10 
design counselling programmes to "Heal the Healers." If healthcare professionals 
will be stress free, they would be able to address the problems of their patients more 
effectively. 
Overall, the present study highlights the importance of a personality construct \.:. 
Locus of Control in managing the levels of Stress among doctors in government 
hospitals. It was found that LOC is an important determinant in Coping with stressful 
situations. Finding of high Internality & high Externality being associated with moie 
stress levels is an important observation. Also the moderate levels of LOC i.e. 
Internality & Externality were actually shown to have an important role in reducing 
stress in the respondent group. 
Although our results hint that moderate levels of Internal LOC among doctors is a 
desirable control to reduce Stress levels. However, it is likely that the ways in which 
people translate their Control beliefs into action varies across nations. 
6.4 Future Research Directions 
> Future research may be carried out to assist the healthcare professionals in 
inculcating moderate levels of Internal and External Locus of Control th.it 
may help them to reduce Stress levels. 
> The study was limited to only two regions and only the doctors working in 
government hospitals. It may be extended to include doctors from moie 
regions and from private sector as well. 
> The study may also be extended to several other specialized groups of doctors, 
for example, ENT specialists, Oncologists, Opticians etc. 
> Questionnaires used in the present study have a general orientation. Theie 
exist stressors which are specific to doctor's job. Therefore, there is a need 10 
develop doctor/healthcare specific questionnaire. This shall help understand 
the reality of stress among doctors more specifically. 
> The review of literature suggests that there is a dearth of research in 
management part of stress i.e. strategies for managing stress. So. there is a 
pressing need in carrying out the studies in context of stress management. 
> The questionnaire used in the present study to identify the Coping Styles, only 
helps to find out the particular Style of Coping adopted by the respondei t 
group. "How effective these Coping Strategies are?" remained an unanswered 
question. Future research can be taken on this front i.e. developing the 
questionnaire which would determine the effectiveness of Coping Styles used 
by the respondent group. 
> The scope of the present study was limited to Medical personnel (i.e. doctors) 
only. Future research may also include the Para-medical staff of healthcare 
professionals. 
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Dear Doctor, 
1 am conducting a UGC sponsored research study on ^'Role Srress 
among Healthcare Professionals, and Coping Strategies." For this 
purpose, 1 request you to kindly fill the enclosed questionnaire. 
I assure you that your responses will be kept strictly conlkienlial and shall 
be used for academic purpose only. Your help would be appieciated. 
The questionnaire has been divided into 3 parts. Please read ihe 
statements carefully and choose the option which you feel is the most 
appropriate 
I wish to thank you in advance for valuable time spared in t^illing up the 
questionnaire. 
Sincerely, 
Irfana Rashid 
Queries, if any, can be mailed at irtanababa@rediffmail.com. 
14. Getting promotion largely depends on my being iii the right place at the right time. 
15. Senior person's preference determines who would be rewarded in the organisation. 
16. My success, to a large extent, depends on my competence and hard work. 
17. How much 1 am liked in the organisation depends on my seniors. 
18. It is a matter of luck that people listen to you. 
19. I f my seniors do not like me, I probably would not succeed in this organisation. 
20. Usually, I am responsible for getting, or not getting, rewards. 
21. My success or failure is mostly a matter of luck. 
22. My success or failure depends mostly on those who work with me. 
23. My promotion in the organisation depends mostly on my ability and effort. 
24. My experience is that most things in the organisation are beyond one's control. 
25. I can work hard enough to get my suggestions accepted in the organisation. 
26. i am acceptable to others in my organisation because I am lucky. 
27. Generally, I determine what happens to me in the organisation. 
28. My acceptability to others wi l l depend on my behavior with them. 
29. My ideas get accepted i f I make them tit with the desires of my seniors, 
30. Pressure groups are more powerful (and control things) in the organisation than individual 
employees. , ( ) 
LOCO INVENTORY 
Name: Role (Specialisation): 
Organisation: Experience (in yr 's): . 
Date: Gender: 
E-mail: Age: 
Given below are statements that show how^  people experience their organisations. There are no 
right or wiong answers. Read each statement and indicate the extent to which you feel that way, 
based on your experience in the organisation. Use the following key in indicating your rating. 
Mark it on the right-hand side of each statement. 
Write 4 If you strongl\ feel this w-ay. 
Write 3 If you generally feel this wa\. 
Write 2 If you some\\hat feel this way (and somewhat not) 
Write I If you slightl) feel this way. 
Write 0 If you hardly or never feel this way. 
1. 1 can largely determine what matters to me in the organisation. 
2. The course of my career largely depends on me. 
3. My success or failure depends mostly on the amount of effort 1 put in. 
4. The persons who are important control most matters here. 
5. To a large extent, my career depends on my seniors. 
6. My effectiveness in the organisation is mostly determined by senior people. 
7. The organisation one Joins or the job one gets is to a large extent accidental happenings. 
8. One's career is to a great extent, a matter of chance. 
9. Success of a person depends on the breaks or chances he (she) gets. 
10. Successful completion of assignments is mainly due to my detailed planning & hard work. 
11. Being liked by seniors or making a good impression usually influence promotion decisions 
12. Getting rewards in the organisation is a matter of luck. 
13. Success of one's plans to a large extent is a matter of luck. 
22.1 do not have time and opportunities to prepare myself for the future challenges of ni\ role 
( 
23. I am not able to satisfy the demands of clients and others, since these are conflicting w 
one another. 
24. I would like to take on more responsibility than 1 am handling at present. 
25. 1 have been given too much responsibility. 
26. I wish there was more consultation between my role and other's role, 
27. I have not had the right training for my role. 
28. The work I do in the organisation is not related to my interests. 
29. Several aspects of my role are vague and unclear. 
30. I do not have enough people to work with me in my role. 
31. My organisational responsibilities interfere with my extra organisational roles. 
32. There is very little scope for personal growth in my role. 
33. The expectations of my seniors conflict with those of my juniors. 
34. I can do much more than what I have been assigned. 
35. There is a need to reduce some parts of my role. 
36. There is no evidence of several roles (including mine) being involved in joint p oble 
solving or collaboration for planning action. 
37. I wish I had prepared myself well for my role. 
38. If I had full freedom to define my role, I would be doing some things differently from tl 
way 1 do them novv. 
39. My role has not been defined clearly and in detail. 
40.1 am rather woriied that I lack the necessary facilities needed in my role. 
41. My family and friends complain that I do not spend time with them due to the heav 
demands of my work role. 
42. I feel stagnant in my role. 
43.1 am bothered with the contradictory expectations different people have from my role 
44.1 wish I had been given more challenging tasks to do. 
45. I feel overburdened in my role. 
46. Even when I take the initiative for discussions or help, there is not much response tro 
other roles. 
47. I need more training and preparation to be effective in my work role. 
48.1 experience a conflict between my values and what I have to do in my role. 
49. i am not clear what priorities are in my role. 
50.1 wish I had more financial resource for the work assigned to me. 
ORS SCALE 
Read instructions carefully before responding on this sheet. 
People have different feelings about their roles. Statements describing some of them are given 
below. Use the ansvver sheet to write your responses. Read each statement and indicate, in the 
space against the corresponding number in the answer sheet, how often yoLi have the feeling 
expressed in the statement in relation to your role in the organisation. Use the numbers given 
below to indicate your own feelings. 
If you find that the category to be used in answering does not adequately indicate your own 
feelings, use the one which is closest to the way you feel. Do not leave any item unanswered. 
Write 0 If you never or rarely feel this way. 
Write I If you occasionally feel this way. 
Write 2 If you sometimes feel this way. 
Write 3 If you frequently feel this way. 
Write 4 If you frequently or always feel this way. 
1. My role tends to interfere with my family life. ( ) 
2. 1 am afraid I am not learning enough in my present role for taking up higher 
responsibility. ( ) 
3. I am not able to satisfy the conflicting demands of various people above me. ( ) 
4. My role has recently been reduced in importance. ( ) 
5. My workload is too heavy. ( ) 
6. Other role occupants do not give enough attention and time to my role. ( ) 
7. I do not have adequate knowlecjge to handle the responsibilities in my role. ( ) 
8. I have to do things, in my role, that are against my better judgement. ( ) 
9. I am not clear on the scope and responsibilities of my role (job). ( ) 
10.1 do not get the information needed to carry out responsibilities assigned to me. ( ) 
11.1 have various other interests (social, religious, etc) which remain neglected because I do 
not get time to attend to these. ( ) 
12.1 am too preoccupied with my present role responsibility to be able to prepare for taking up 
higher responsibilities. ( ) 
13.1 am not able to satisfy the conflicting demands of my peers and juniors. ( ) 
14. Many functions that should be a part of my role have been assigned to some other 
role. ( ) 
15. The amount of work I have to do interferes with the quality I want to maintain. ( ) 
16. There is not enough interaction between my role and other roles. ( ) 
17.1 wish 1 had more skills to handle the responsibilities of my role. ( ) 
18.1 am not able to use my training and expertise in my role. ( ) 
19.1 do not know what the people I work with expect of me. ( ) 
20.1 do not get enough resource to be effective in my role. ( ) 
21. My role does not allow me enough time for my family. ( ) 
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You do not get enough 
resources to do a good work 
on your job. 
They have taken awoy 
some irnportant 
functions from your 
role, and have given 
those to other roles. 
Too many peopi* expect 
too much ftofT) fP6i It is not dear what 1 
am supposed to do on 
my job. 
Hi 
» i 10 1 •_- ^ " ^ ^ ^ ^ Hv ^ .;, 
Enough attention ihould 
have been gven to help me 
get into the present job more 
effectively 
I just don't have ar; 
opportunity to interact with 
other roles. 
ROLE PICS 
The purpose of this instrument is to find how different persons perceive different situations 
involving organisational roles. 24 situations are shown here. In each situation. 2 persons are 
talking. The statement made by one person is printed and the space for the statement made by 
the other person is vacant. Imagine what the other person would have said and write down in 
the blank space. The alphabets given in the pictures indicate the persons who are involved in 
conversation. 
C= Colleague, B= Boss, S= Subordinate, \V= Wife & H= Husband. 
There are no right and wrong answers. Please write down your tirst reaction. Do not leave any 
situation unanswered and go to the next situation after you have responded lo the previous 
one. 
>s 
5 
1 cannot U9« my 
tatonb and sMIs in 
my job. 
rM 
km 
\ 
ft 
/ 1 
-
n - ^ r v ' ^ 
\ ^ ^ 
.6 
^^ 
j^ 
ADMINISTERING/SCORING THE ROLE PICS INSTRUMENT 
Role Pics instrument depicts 24 situations; in 9 of these the role occupant expresses ^ome 
dissatisfaction to colleague or boss. In 15 situations, a colleague or boss or spouse makes 
a statement to the role occupant regarding some area in which the role occupant appears 
to be experiencing role stress. For each situation, the respondent is to write on the picture 
how the person to whom the statement has been made would reply. 
The scoring of responses utilizes a system of categorization that employs a two-by-two 
cube (See table-A). 
Two modes of Coping are depicted in the table-A, Viz; Avoidance and Approach 
Coping Styles. 
Avoidance Mode of Coping is characterized by: 
• Aggression and blame 
• Helplessness and resignation 
• Minimizing of the significance of the stressful situation by accepting it with a 
sense of resignation 
• Denying the presence of stress or fmding an explanation for it. 
All these behaviors "help" the individual to not do anything in relation to the stress. 
The categorization scheme uses Rosenzweig's term "punitive" (e.g., impunitive' to 
denote three of the strategies in the avoidance mode. "Defensive" is used to denote the 
fourth strategy. These strategies are abbreviated with capital letters (M, I, E, and D). 
Approach Mode of Coping is characterized by: 
• Hope that things will improve 
• Effort by the individual to solve the problem 
• The expectation that others will help or asking for help, 
• Doing something about the problem jointly with others. 
Rosenzweig's term "persisiive" is used to denote the four strategies in this mode. These 
strategies are abbreviated with lowercase letters (m, i, e, and n). 
These eight strategies (M, I, E, D, m, i, e, and n) have been explained in detail in 
Chapter-1 (Sec-1.7). 
TABLE-A: ITEM SCORES SHEET FOR ROLE PICS INSTRUMENT 
1 
2 
'> J 
4 
5 
6 
7 
8 
9 
10 
11 
12 
1-12 
13-24 
1-12 
13-24 
Avoidance 
Avoidance 
M = 
M = 
1 = 
1 = 
Approach 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
Avoidance Approach 
PROFILE 
E = 
E = 
D = 
D = 
Approach 
m = 
m = 
i = 
i = 
e = 
e = 
n = 
n = 
Avoidance: 1-12 
Avoidance: 13-24 
Total Avoidance: 
Totals from profile: 
Approach: 1-12 
Approach: 13-24 
Total Approach: 
STYLES 
Dominant: Back-up: 
After the respondents completed the instrument, letters were assigned to the responses as 
indicated in the following section: 
Scoring "Avoidance" Responses 
Impunitive (M): Responses that indicate either simple admission of the stress or that the 
stress is unavoidable and that nothing can be done about it are scored as (M) to reflect 
this style. A fatalistic attitude falls in this category. 
Intropunitive (I): Blame and aggression are directed by the respondent toward himself or 
herself Responses that indicate self-blame, remorse, or guilt are scored as (I). 
Extrapunitive (E): Responses that indicate irritation with the situation and/or aggression 
and blame toward outside factors and persons are scored as (E). 
Defensive (D): With the involvement of both oneself and others, but in the avoidance 
mode, one avoids aggression or blame by using defense mechanisms. Responses that 
deny the stress, rationalize the stressfiil situation, or point out benefits of the stress are 
scored as (D). 
Scoring "Approach" Responses 
Impersistive (in): Relates to expression given to the hope that time or normally expet-ted 
circumstances will bring about the solution of a problem; patience and conformity are 
characterized." Responses are scored (m) if they indicate this interpretation. 
Intropersistive {i): Statements indicating that the respondent would take action m 
response to a stress are scored (i). 
Extrapersistive (e): Statements of request made to someone to solve the problem or those 
indicating the expectation that the solution will come from other people are scored (e). 
Interpersistive (n): It is the opposite of the defensive (D) style. This strategy is indicated 
by statements that suggest joint effort, by the respondent and some others, to deal v, ith 
the stress. 
Some statements may be indicative of two or three categories. In such cases, it is best Xo 
select the two most appropriate categories and to assign a half score (0.5) to each. 
After letters have been assigned to the twenty-four responses, the letters were transferred 
to the "Item Scores Sheet" section of the scoring sheet (Table-A). Capital letters are 
recorded in the ''Avoidance" column, and lower-case letters are recorded in the 
''Approach'' column. 
A tally of the letters was made in the following manner (as suggested by Pareek, 1986): 
1. The number of times each letter appeared in items 1 through 12 were counted. In 
the similar manner the letters were counted for items 13 to 24. 
2. Total of each Coping styles (all the eight styles denoted by upper and lower case 
alphabets denoting avoidance and approach coping respectively) were recorded in 
the appropriate box in the "Profile matrix" on the scoring sheet. 
3. Finally, the overall total of each Avoidance and Approach Coping Styles were 
recorded in the "Profile Matrix" (See table-A). 
The dominant style and the back-up style were recorded in the appropriate blanks in the 
scoring sheet. This was done on the basis (of the suggestions by Pareek, 1986) that 
Coping Style with the highest score indicates the dominant style and the next highest 
score indicates the back-up style. 
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Modelling a Relationship between Role Stress & Locus of 
Control 
Irfana Rashid & Parvaiz Talib 
Woi'k plays a central role in the 
lives of many people, and thus 
the impact of occupational stress 
is an important issue for both 
individual employees and the or-
ganizations in which they work. 
Stress experienced at work can 
have adverse outcomes for the 
well-being of individual employ-
ees and organization as a whole. 
The present study aims to inves-
tigate the causes of role stress 
among doctors working in gov-
ernment hospitals in Kashmir 
and to understand the influence 
of a personality construct "Lo-
cus of Control" on Role Stress. 
Findings of the study revealed 
that doctors with external locus 
of control and high internal lo-
cus of control are the serious 
sufferers of organizational role 
stress. 
IrfanaKa.sliitl{E-mml: iifunabuba(a:rcdilTmeiil.coin) 
& Paivuiz Tulil) (E-niiiil: parvai/tulibanui 
(ivgniailconi) arc from Dcpartmcnl of Business 
Adminislration./Migarh Muslim Uiiiscrsily. Aligarli, 
2()2()02 
Introduction 
Research work over ihc pasl 20 years 
or more has shown that the experience of 
stress in the workplace has undesirable 
consequences both for the health and 
safety of individuals and for the well-be-
ing of their organizations. There might be 
varied situations which may lead to stress 
at workplace; for example, when the ex-
pectations are very high, work load is too 
much, role leads to isolation of individual 
from others, individual feels that his knowl-
edge is insufficient for performing the role, 
the resources allocated are not sufficient 
as per the requirements of the work, lack 
of communication among the members of 
the organization, lack of growth in the Job, 
etc. Also the changing nature of work, in 
the context of globalization and increased 
technology, has led to a sharp increase in 
occupational stress. High rates of merg-
ers, acquisitions, increasing economic in-
terdependence among countries due to 
globalization, technological development, 
and restructuring have changed the orga-
nizational work culture; which in turn ha\ c 
resulted in time pressure, exccssi\e work 
demand, role conflicts and problematic 
customer relationships, all arc Ihc causes 
of role stress (Giga & Hod. 200,"^. 
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Role stress has been defined in terms 
of a misfit between person's skills & 
abilities and the demands of his/her role. 
In other words, role stress occurs when 
divergence exists between what a per-
son perceives to be the role expectations 
and what actually is occurring within the 
role. Individuals experience organiza-
tional stress when they have little or no 
control over their jobs or when demands 
exceed their abilities (Donovan & 
Kleiner, 1994). Pareek (1980) pioneered 
work on role by identifying as many as 
10 different types of organisational role 
stresses, namely, Inter Role Distance 
(IRD), Role Stagnation (RS), Role Ex-
pectation Conflict (REC), Role Erosion 
(RE), Role Overload (RO), Role Isola-
tion (RI), Personal Inadequacy (PI), Self-
Role Distance (SRD),Role Ambiguity 
(RAO, Resource Inadequacy (RIa). 
These ten stressors proposed by Pareek 
(1986) serve as a framework for the 
present study. Based on these 10 role 
stressors, Pareek has devised a scale for 
role stress, called Organizational Role 
Stress Scale (ORS). ORS is used as an 
instrument for the present study. 
Another variable in the present study 
is a personality construct "Locus of Con-
trol." ft roughly divides people into two 
groups according to the tendency to as-
cribe their chances either to external or 
internal causes. Persons with an Exter-
nal LOC perceive the results of their ac-
tions not as a result of their own perfor-
mance but as a result of good or bad luck, 
coincidence, destiny, not predictable or 
dependent by other people. Persons with 
an Internal LOC perceive reinforcements 
and events that follow one's own actions. 
as dependent on their own performance 
or personality. Intemality and externality 
represent two ends of a continuum, not 
an either/or typology (Rotter, 1975). 
The Rationale 
A large number of studies have 
shown that the intensity and perception 
of role stress is not just a product of 
working conditions, but largely depends 
on the personality attributes of an indi-
vidual. Numerous individual level vari-
ables have been examined as potential 
moderators. Beheer and Newman (1978) 
listed around 30 variables, which they felt 
were related to stress in organizations 
and noted that Role Conflict and Role 
Ambiguity were the most explored vari-
ables. A personality variable appearing 
on their list was Locus of Control. Fur-
thermore, many researchers like Rotter 
(1996) and Bucno (2000) see Control as 
an important aspect of the stress con-
struct. Taking a clue from the mentioned 
studies Locus of Control was included in 
the present investigation. 
Literature Review 
The present study explores the prob-
lem of role stress in (he context of 
healthcare professionals. A large num-
ber of studies of role stress among 
healthcare professionals have been con-
ducted in Western world (Cooper ct al,, 
1989; Howie et al., 1989; Rout & Rout, 
1993; Sutherland & Cooper, 1992; Rout 
& Rout. 1997). However, there is a 
dearth of sucli studies in India. Some 
occupations, by definition, arc more 
stressful than the others. Doctors cxpc-
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rience relatively high levels of occupa-
tional stress in comparison to other pro-
fessionals (Wolfgang, 1988; Cooper et 
al., 1994). The simplest explanation of 
doctor's stress symptoms would seem to 
be sought in the practice of their profes-
sion, which has the obvious tendency to 
be stressful. Because specific to this pro-
fession is continuous contact with the 
disease, sufferings, distress, death, han-
dling of forbidden parts of the body and 
the great temptation to overwork (Bates, 
1982). The intensity of stress among doc-
tors can also be noted in a statement "be-
ing a doctor is physically and emotion-
ally quite demanding" (Josephine, 2008). 
There is good evidence to show that 
medical practitioners experience appre-
ciable stress (Burke & Richardson, 1990; 
British Medical Association, 1992), com-
paratively high rates of suicide (Gestal, 
1987) and varying degree of morbidity 
and early retirement (McNamee et al., 
1987; Richardson & Burke, 1991). 
McKcvitt et al. (1995) listed doctors 
among the ten highest risk occupations 
for suicide; they have a suicide risk 72 
per cent higher than the general popula-
tion. 
The main sources of stress among 
doctors have been identified as: problems 
with practice administiation, interruptions, 
patient's expectations and demands, 
emergencies, constant time pressures 
and work/home conflict (Cooper et al., 
1989; Howie et al., 1989; Morrcll ct al., 
1986; Poller cl al., 1985; Richardson & 
Burke. 1993), lack oFclear direction con-
cerning the organizational goals (Murphy, 
1987) and hiiihcr clinical workloads 
(Deary et al, 1996). In addition, some of 
the studies have found that doctors ex-
perience stress also due to home visits, 
night calls, emergency calls, 24-hour re-
sponsibility for patient's lives and coping 
with phone calls (Rout & Rout, 1997). 
The sources of stress in medical practi-
tioners vary with the type of medical 
practice (private vs. public) and specialty. 
The sources of stress in medical 
practitioners vary with the type of 
medical practice (private vs. pub-
lic) and specialty. 
Number of individual and organiza-
tional constructs has been employed to 
understand the work place stress. Among 
individual characteristic constructs, job 
stress has been related with, for example. 
personality traits (Snyder & Ickes. 1985: 
McCrae, 1992; Goldberg, 1993; Deary & 
Blenkin, 1996; Matteson & Ivancevich, 
1999), locus of control (Organ & Greene, 
1974; Beheer & Newman, 1978; Singh 
& Rhoads, 1991; Von Emster& Harrison. 
1998), psychological well-being 
(Greenhaus et al., 1987), to name a few. 
Locus of Control was chosen as an 
independent variable for the present 
study. The research concerning locus of 
control has been rapidly evolving since 
Rotter's first article on the subject in 
1966. Since then, numerous studies ha\ c 
been conducted regarding locus of con-
trol (Dailey, 1980; Kaspcrson. 1982: 
Knoop, 1981). Furnham and Steele 
(1993) state that locus ofconirol is con-
ceived of as a belief that a response will. 
or will not. intlucncc the aitainnicm of 
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reinforcement. Major literature reviews 
show that internals and externals differ 
in numerous ways, particularly in terms 
of their cognitive activity and environ-
mental mastery. Research supports the 
notion that internality is associated with 
positive well-being both on and off the 
job. Studies have revealed that people 
with internal locus of control (ILOCs) 
have higher levels of perceived autonomy 
at work (Spector & O'Connell, 1994), are 
more motivated, involved and feel more 
able to participate in decision making than 
externals (Kimmons & Grecnhaus, 1976). 
Objectives of the present study 
variable (Locus of Control) and one de-
pendent variable (Role Stress). Primary 
quanti tat ive data by quest ionnaire 
method was generated for the purpose 
of the study to empirically test the hy-
potheses and fulfil the research objec-
tives. 
Measuring Role Stress (ORS): The 
organizational role stress (ORS) scale by 
Pareek (1986) is used in the present study 
to measure 10 role stressors. ORS is a 
5- point scale (0 to 4) containing 5 items 
for each role stressor and a total of 50 
statements. Thus, the total score on each 
role stressor range from 0-20. 
The present study aims to investigate 
the causes of role stress among doctors 
working in government hospitals in Kash-
mir and to understand the influence of a 
personality construct "Locus of Control" 
on Role Stress. The hypotheses arc: 
H| There is a significant difference in 
the levels of organizational role stress 
between male and female doctors. 
H^ Doctors having internal locus of con-
trol exhibit lower levels of role stress. 
Hj Doctors having external locus of con-
trol (Others) exhibit higher levels of 
stress. 
H^ Doctors having external locus of con-
trol (Chance) exhibit higher levels of 
stress. 
Methodology 
The current research is descriptive 
in nature. The research design of the 
present study comprises one independent 
Measuring Locus of Control: Loco 
inventory given by Levenson (1972), 
Pareek (1998) has been employed for 
collecting data for the present study. The 
Loco inventory is a 5-point scale. It has 
a total of 30 items, 10 items each for in-
ternality, externality (others), and exter-
nality (luck). Scores on each of the three 
dimensions of locus of control (internal-
ity, externality-0 and externality-L) is 
totalled, this ranges from 0 to 40 for each. 
Data Collection & Sample 
The sampling method for the present 
study includes convenient sampling. Data 
collection was done over a period oFtwo 
months from June, 2011 to tlrst week of 
August 2011. The researcher visited the 
hospitals and handed over the question-
naire to the concerned doctors in person. 
In most of the occasions, questionnaires 
were filled in the presence of the re-
searcher. While filling up the quesiion-
naircs, many doctors shared their work 
The Indian Journal of Industrial Relations. Ibl. 4S. A'o. 4. April. 2013 729 
Irfana Rashid & Parvaiz Talib 
experiences with the researcher. This 
helped the researcher to have a deeper 
insight into the problem/stress faced by 
government doctors. 
Questionnaire was administered on 
300 male and female doctors, approached 
through convenient sampling at 3 main 
government hospitals in Central Kashmir. 
Table 1 Sampling Profile of Doctors 
248 filled questionnaires were received, 
out of which only 176 were found com-
plete in all respects. These were found 
fit for analysis, making it a response rate 
of 59%. Such response rate is consid-
ered to be satisfactory for this type of 
sampling frame. The profile of respon-
dents is presented in Table 1 
Demographics Central Kashmir Total 
No. 'l-oage 
Gender 
Specialization 
Male 
Female 
Physicians 
Surgeons 
Paediatricians 
Gynaecologists 
Anaesthetists 
Dentists 
96 
80 
41 
26 
32 
29 
28 
20 
54.5 
45.5 
23.3 
14.8 
18.2 
16,5 
15.9 
11.4 
176 
176 
Results 
To be able to draw valid inferences 
from the research, measures of variables 
should have validity and reliability 
(Cronbach, 1951; Nunnally, 1978). Va-
lidity of a measurement instrument re-
fers to how well it captures what it is 
designed to measure (Rosenthal & 
Rosnow, 1984). Reliability deals with 
how consistently similar measures pro-
duce similar results (Rosenthal & 
Rosnow, 1984). A common measure of 
internal consistency of a measurement 
instrument is Cronbach's alpha 
(Cronbach, 1951). Coefficient alpha 
seems to be most popular because, un-
like other measures (e.g.. Spearman-
Brown), it takes into account the effect 
of each item in cstimalina the overall re-
liability (Fried & Ferris. 1987). The scale 
is considered reliable in measuring the 
construct if the Cronbach's alpha value 
is greater than 0.7 (Nunnally. 1978; 
Leedy, 1997; Hair et al., 1998). There-
fore, for the present study, the reliability 
of the different measures was csiimaicd 
using Cronbach's coetficicnt alpha. 
Organizational Role Stress lORS): 
Table 2 provides the SPSS output 
(Cronbach alpha value) for the reliability 
statistics of ORS scale and len dimen-
sions of ORS. 
Locus of Control (LOCO Inven-
tory): Table 3 provides the SPSS otUpul 
(Cronbach alpha value) for the reliability 
slalislics of three dimensions (siib-Ncalcs) 
of LOCO inventorv. 
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Table 2 Cronbach's Alpha Value: ORS & Its Dimensions 
Scale Mean 
If Item Deleted 
Scale Variance 
If Item Deleted 
Cronbach's Alpha 
If Item Deleted 
No. of Items 
ORS 
Inter Role Distance 
Role Stagnation 
Role Expectation Conflict 
Role Erosion 
Role Overload 
Role Isolation 
Personal Inadequacy 
Self-Role Distance 
Role Ambiguity 
Resource Inadequacy 
91.6374 
91.5701 
92.5501 
93.4625 
94.0123 
92.3652 
93.0524 
91.7332 
92.6102 
93.0352 
94.1044 
1123.014 
1321.712 
1231.141 
1236.249 
1298.293 
1291.879 
1301.540 
1302.489 
1298.891 
1228.836 
1301.139 
0.912 
0.921 
0.921 
0.910 
0.899 
0.923 
0.901 
0.898 
0.932 
0.921 
0.912 
50 
05 
05 
05 
05 
05 
05 
05 
05 
05 
05 
Table 3 Cronbach's Alpha Value: Loco Inventory 
Scale Mean Scale Variance 
If Item Deleted If Item Deleted 
Cronbach's Alpha No. of Items 
If Item Deleted 
Internal LOC 
External LOC Others 
External LOC Chance 
19.87 
20.03 
19.91 
16.311 
15.231 
15.132 
0.832 
0.881 
0.H65 
10 
10 
10 
Factor Analysis 
The collected data was subjected 
to factor analysis and the latent fac-
tors were identified based on factor 
loadings. Factor loadings of 0.4 or 
above are considered appropriate 
(Andy, 2005). Generally, Varimax ro-
tation technique (with Kaiser Normal-
ization) is used to clearly separate the 
factors or latent variables. In the 
present study all the items in case of 
ORS loaded cleanly in their correspond-
ing factors. However, a few items were 
deleted from the LOCO inventory. The 
results of the e.\ploralory factor analy-
sis (EFA) for both LOCO inventory 
(LOCO) and ORS are described in 
table 4 and table 5 respectively. 
The results of the factor analysis of 
LOCO inventory lead the researchers to 
delete a few items, which exhibited poor 
factor loadings. The deleted items in the 
case of internal locus of control were: 
1_3 and 127 . The deleted itcins in ex-
ternal locus of control (Others) included; 
E (O) _15 and E (O) _17. Also two items 
were deleted in the case of external lo-
cus of control (C) sub-scale. The items 
deleted were; E (C) 14. E (C) 24. So, 
only 24 items of loco in\cntory were re-
tained for further analy>is; 8 items cor-
responding to each sub-scale viz. 1L(^C. 
ELOC (0)^and ELOC (C). 
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Table 4 Results of Exploratory Factor Analysis (LOCO Inventory) 
K M O AVE Factors 
emerged 
Items 
retained 
K M O AVE Factors 
emerged 
Internal Locus 
of Control 
IJ 
1 2 
L3 
L'O 
I_16 
1_20 
I_23 
I_25 
I_27 
I 28 
0.714 
0.613 
0.621 
0.302 
0.723 
0.521 
0.642 
0.628 
0.703 
0.312 
0.431 
0.756 
0.622 
0.634 
0.746 
0.601 
0.711 
0.622 
0.742 
0.498 
External Locus 
of Control (O) 
E (0)_3 
E (0)J 
E (0)_6 
E ( O L l l 
E (0 )_15 
E(0 )_17 
E ( 0 ) 19 
E (0)_22 
E (O) 29 
E (O)_30 
0.701 
0.698 
0.632 
0.689 
0.432 
0.201 
0.322 
0.527 
0.513 
0.623 
0.411 
0.739 
0.729 
0.689 
0.732 
0.499 
0.579 
0.523 
0.689 
0.518 
External Locus 
of Control (C) 
E (CL7 
E(C)_8 
E (C)_9 
E (C L12 
E ( C L 1 3 
E(C)_14 
E(C)JH 
E(C)_21 
E (C,L24 
E ( C L 2 6 
0.683 
0.510 
0.598 
0.501 
0.412 
0.453 
0.298 
0.489 
0.398 
0.254 
0.499 
0.733 
0-53S 
0.639 
0.592 
0.487 
0,512 
0,529 
0.451 
0.539 
llcni retained: Item deleted 
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Table 5 Results of Exploratory Factor Analysis (ORS) 
Items Retained 
Inter Role Distance 
K M O AVE Factors emerged 
Role Stagnation 
Role Expectation Conflict 
Role Erosion 
Role Overload 
Role Isolation 
Personal Inadequacy 
Self-Role Distance 
IRD 1 
IRD 
[RD 
IRD 
IRD 
11 
21 
31 
41 
RS 2 
RS-12 
RS 
RS 
RS^ 
22 
32 
42 
REC 3 
REC 
REC 
REC 
REC_ 
13 
23 
33 
_43 
RE 4 
RE 
RE 
RE 
RE 
RC 
RO 
RO 
RO 
R0_ 
14 
24 
34 
44 
1 5 
15 
25 
35 
45 
Rl-6 
RI 
Rl 
RI 
RL 
PI 
PI 
PI 
PI 
PI 
16 
26 
36 
46 
: 7 
17 
27 
37 
47 
0.721 
0.732 
0.734 
0.615 
0.722 
0.719 
0.716 
SRD 0.720 
0.592 
0.599 
0.701 
0.612 
0.720 
0.622 
0.613 
0.704 
0.698 
0.703 
0.609 
0.700 
0.721 
0.623 
0.619 
0.623 
0.619 
0.543 
0.472 
0.619 
0.654 
0.610 
0.698 
0.594 
0.721 
0.689 
0.604 
0.545 
0.598 
0.611 
0.639 
0.632 
0.617 
0.645 
0.592 
0.678 
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Table 6 ORS Scores for 
Stres-
sors 
IRD 
RS 
REC 
RE 
RO 
RI 
PI 
SRD 
RA 
RIn 
ORS 
Mean 
(N=334) 
12.29 
11.07 
10.06 
10.32 
11.53 
10.14 
10.43 
10.44 
10.27 
11.73 
108.33 
Low Stress = 0 • 
= 151-•200 
SD 
3.80 
4.76 
4.71 
4.46 
4.08 
4.20 
4.47 
4.65 
5.76 
4.28 
34.94 
-50, Low 
• Doctors 
Rank 
1 
4 
10 
7 
3 
9 
6 
5 
8 
2 
Low 
Stress 
Xo. 
21 
23 
41 
34 
19 
37 
31 
29 
27 
22 
29 
mcd Stress = 
% 
5! -
lage 
12 
13 
23 
19 
11 
21 
18 
16 
15 
13 
16 
100, 
Low Mcd 
: 
No. 
20 
49 
73 
64 
42 
77 
80 
65 
77 
32 
30 
High V 
Stress 
%age 
11 
28 
41 
36 
24 
44 
45 
37 
44 
18 
19 
led Stress = 
High Med 
Stress 
No. 
84 
62 
53 
59 
81 
49 
38 
43 
49 
83 
85 
101 
/'oage 
48 
35 
30 
33 
46 
28 
22 
24 
28 
47 
48 
150, Very 
Very High 
Stress 
No. 
51 
42 
09 
19 
34 
13 
27 
39 
2^ 
39 
32 
%age 
29 
24 
05 
11 
19 
07 
15 
1^ 
13 
22 
18 
Hish Stress 
emerged as the second most potent stres-
sor with a mean score of 11.73. Doctors felt 
the inadequacy of resources in their respec-
tive hospitals for performing their work effi-
ciently. Government hospitals lag behind in 
terms of modem equipments and technol-
ogy to combat serious diseases. Role over-
load (RO) is also an important stressor 
among doctors with a mean score of 11.53. 
Doctors commented that "I have had 
enough and 1 am tired". The reason for 
heavy workloads among doctors is the in-
adequacy of staff in respective hospitals. 
Another noteworthy stressor is RS. Again 
scores on RS were found significantly higher 
among doctors (11.07). Doctors in disturbed 
ambience feci that they arc stuck in the same 
role for.a substantial period of time. This 
may be because of the lower speed of pro-
motions in government hospitals. 
In order to investigate further, the 
ORS score on various stressors have 
been classified in fotir categories; namely, 
\o\\ stress group (0-5). medium stress 
group (6-10), medium high stress group 
(11-15), and the very high stress group 
(16-20). A sizable percentage of respon-
dents (66%) have been suffering from 
either inediuin high or VC17 high stress. 
The high standard deviation score (34.94) 
indicates the large spread of scores from 
the mean. This implies these doctors do 
not experience uniform level of stress. 
Analysis Based on Gender 
Table 7 shows stress scores and their 
significant differences between male and 
female doctors. 
On an average, female doctors ex-
perience more stress (mean= 115.45) than 
male doctors (mean =102.40). The dif-
ference in overall stress levels between 
male and female doctors was found to 
be significant, t = -2.502, p^0.013. which 
is less than 0.05. As regards specific 
stressors, IRD, REC, RE. SRD and Rlii 
emerucs as dominant stressors for both 
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V 
V 
V 
< 
Role Ambiguity 
-i 
V 
V 
V 
V 
Resource Inadequacy 
V 
V 
V 
V 
V 
SRD 18 
SRD 28 
SRD 38 
SRD 48 
RA 9 
RA 19 
RA-29 
RA 39 
RA 49 
Rill 10 
RIn 20 
Rln-30 
RIn 40 
RIn 50 
0.809 
0.722 
0.712 
0.663 
0.542 
0.623 
0.715 
0.798 
0.812 
0.721 
0.719 
0.512 
0.623 
0.592 
0.719 
0.591 
Note: Dimension-wise factor analysis was carried out. All the items of the scale cleanly loaded to 
their corresponding factors. 
V = Item retained; x = Item deleted 
The results of the factor arjalysis of 
LOCO inventory lead the researchers to 
delete a few items, which exhibited poor 
factor loadings. The deleted items in the 
case of internal locus of control were: I_3 
and I_27. The deleted items in external 
locus of control (Others) included; E (O) 
_15 and E (0)_17. Also two items were 
deleted in the case of external locus of 
control (C) sub-scale. The items deleted 
were; E (C) 14, E (C) 24, So, only 24 
items of loco inventory were retained for 
further analysis; 8 items corresponding 
to each sub-scale viz. ILOC, BLOC (O) 
and ELOC (C). 
Descriptive Analysis 
Findings of the present study revealed 
that doctors are experiencing organiza-
tional role stress (Table 6). The mean 
.score of 108.33 for total ORS is quite 
high. The level of stress on inlcrrole dis-
tance is highest (1RD=12.29). followed 
by resource inadequacy (Rln^^l 1.73). 
Along with these two stressors, the level 
of stress on role overload (RO=I 1.53) 
and Role Stagnation (RS=11.07), is also 
on higher side. 
The high score of ORS among doc-
tors may be due to the nature of their 
work. Their day in the hospital starts with 
attending the patients, inspecting their 
respective wards, deliver lectures, han-
dling administrative duties, and work dur-
ing nights at least twice a week and then 
attend the demands of their family as 
well. Moreover, the profession of a doc-
tor involves the trcatmcnl of ill and dying 
people. The job entails the incessant con-
tact with disease, sufferings, death and 
threat of communication of deadly dis-
ease of patients to their nearer ones. This 
may also add on to their stress levels. 
The high scores on inter role dislance 
(1RD-^  I 2,29) points towards the fact thai 
there is a coiinict of job and family roles 
of doctors. Resource inadequacy (RIn) 
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control (C)Correlation (r) between ORS 
and Internal locus of control is -0.367 and 
it is significant at 0.05 level. This indi-
cates that as internal locus of control in-
creases role stress has a tendency to 
decrease. For externality (O), r= -0.139. 
This correlation is not significant. In the 
case of externality (C), r = 0.246 and this 
correlation is positive and significant at 
0.09 level. This indicates that as exter-
nality increases, stress also increases. 
As internal locus of control in-
creases role stress has a tendency 
to decrease. 
We may conclude from the above 
relational analysis that doctors having 
internal locus of control have lower lev-
els of stress. While as, doctors with ex-
ternal locus of control (Chance) have 
higher levels of stress. External locus of 
control (Others) failed to show any sig-
nificant relationship. The analysis reveals 
that doctors with internal LOC exhibit 
lower stress levels. While as doctors with 
ELOC (O) did not show any significant 
correlations. However, doctors with ex-
ternal LOC (C) exhibit higher stress lev-
els. Thus, hypotheses (H and (H^^  are 
supported, while, hypothesis H, is not 
supported. 
Discussion 
The results of the study revealed that 
doctors arc the serious sufferers of or-
ganizational role stress. This finding is 
supported by the numerous researches 
which revealed thai symptoms of stress 
and depression are higii among doctors 
(Firth-Cozens, 1987; Hsu & Marshal, 
1987; Burke & Richardson, 1990; 
Harrington, 1990; Rees & Cooper, 1992; 
Cooper et al., 1994). The stressor which 
emerged as the most potent in the present 
study was Inter Role Distance (i.e. con-
flict between home and work life). This 
is in line with the findings of the previous 
studies conducted by Sekaran (1983); 
Verbrugge (1986) and Jain et al. (2002). 
Analysis of role stress on the basis of 
gender revealed that female doctors 
were more stressed than their male coun-
terparts. A substantial number of studies 
support this finding, for example, 
Cartwright (1987); Swanson & Power 
(1999); Newburry-Birch & Kamali 
(2001), Bergman et al. (2003) & Pamaki 
et al. (2007). Relational analysis revealed 
that doctors with internal locus of con-
trol exhibit higher levels of stress. This 
finding is supported by the previous stud-
ies, for example, Singh & Rhoads (1991); 
Kalvers & Fogarty (2005). Further, find-
ings of the study indicated that people 
with external locus of control experience 
higher levels of stress. This is in line with 
the previous studies (Lester, 1982; Mc 
Intyre, 1984; Halpinet al., 1985;Glogow, 
1986; Kalvers & Fogarty, 2005). These 
studies noted that people with external 
locus of control report higher levels of 
stress, more burnout and lower self-es-
teem. 
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